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Adult Mental Health Essay
Critically evaluate the contribution that psychodynamlc 
approaches can make to the formulation and treatment of
OCD.
Word count: 4929
Introduction
According to the most recent DSM-IV-TR diagnostic criteria (American Psychiatric 
Association (APA), 2000) OCD includes the presence of obsessions; "recurrent and 
persistent thoughts, impulses, or images that are experienced as intrusive and 
inappropriate " that are "ego-dystonic" (seen as "alien, not within his or her control"), 
and/or compulsions; "repetitive behaviours or mental acts that the person feels driven to 
perform...aimed at preventing or reducing distress or preventing some dreaded event or 
situation" though they have no "realistic" connection with what they are aimed to prevent. 
OCD has a lifetime prevalence of 2-3% (Kempke & Luyten, 2007) and can lead to significant 
distress and impairment in functioning. Similar prevalence rates of OCD are found across 
cultures and the form and content of obsessions and compulsions have also been found to 
be consistent across cultures. There are many types of obsessions and compulsions that 
characterise OCD, the most common obsessions appear to be contamination fears and 
fears of harm and the most common compulsive behaviours are checking and cleaning (The 
National Institute for Health and Clinical Excellence (NICE), 2006). The idiosyncratic nature 
of OCD however makes categorisation difficult. Although there is a broad consensus around 
the main presenting features of obsessions and compulsions, which seems to be unchanged 
since the original observations by Freud (1920), there remains much discussion about the 
specific nature and etiology of OCD as well as how it should be treated.
Having had predominantly cognitive behavioural (CBT) based training and clinical 
experience I was immediately drawn to this essay question in order to explore the 
psychodynamic approach to formulation and treatment of OCD and how it compares to 
CBT. It was my understanding that behavioural/cognitive behavioural approaches are the 
most frequently used and evidenced treatments for obsessive compulsive disorder (OCD) at 
present according to guidelines by NICE (2006). I was surprised to find when I began 
searching the literature to find that obsessions and compulsions were observed and 
described in the early 1900's as 'obsessional neurosis' by Freud (1920), a psychoanalyst. I 
use the terms psychodynamic and psychoanalytic interchangeably throughout this essay to 
relate to the same overarching theoretical approach. Findings of a biological basis to OCD 
and positive outcomes from the behavioural and cognitive treatment and 
psychopharmacology led to the classification of obsessions and compulsions as a 'disorder' 
and psychodynamic approaches seemed to wane. Part of the difficulty in the psychoanalytic 
field revolved around OCD having been linked to underlying obsessive compulsive
personality disorder (OCPD), which is reportedly more responsive to analytic treatment 
(Gabbard, 2001). These are however now understood as distinct entities.
As I begin to work with clients with OCD in a service that is CBT-oriented, I hope that what I 
learn through the process of writing this essay will help me to maintain an awareness of the 
contributions other theoretical approaches can make in understanding an individual's 
experiences. Although OCD is seen to present itself in essentially the same way in children, 
given the limits of space and my current placement in adult mental health services I will 
focus on OCD in adults here. Firstly I will introduce the traditional psychodynamic view of 
OCD before moving on to more recent approaches in the field. For the purposes of critique I 
will also briefly explain other psychological approaches to the formulation and treatment of 
OCD that have dominated, including CBT, and aim to highlight where there appears to be 
convergence with psychodynamic approaches. Throughout I aim to reflect on my personal 
clinical experiences related to the formulation and treatment of OCD, but acknowledge that 
at present these are limited therefore will make general statements on my view of the 
possible implications for my practice and the field.
Psychodynamic theories of OCD
There is no single psychodynamic theory, the term itself covering a range of approaches 
that have developed from traditional psychoanalysis (Leiper & Maltby, 2004). The literature 
on psychodynamic approaches to OCD, from my research, appears to be primarily based on 
individual clinician's experiences and case studies or purely theoretical reviews. This 
provides a rich amount of information and can give valuable insights into the application of 
psychodynamic theory; however the lack of specific outcome data available and the wide 
variabiiity across individual approaches to OCD makes it difficult to evaluate its efficacy and 
generalisability. An exhaustive critique of the available literature has not been possible 
here. What follows therefore is a broad overview of some of the main themes and concepts 
within psychodynamic approaches to OCD, how these have evolved over time and what the 
current stance appears to be. I will then aim to give my views on the value of 
psychodynamic theory in a broad sense and specific theories identified in contributing to 
our understanding of OCD and the impact on service users and carers of taking a 
psychodynamic approach.
Freud's 'obsessional neurosis'
Psychodynamic theory began with Freud's observations of what he termed 'obsessional 
neurosis' (Kempke & Luyten, 2007), now diagnosed as OCD. The traditional account was of 
obsessions and compulsions as expressions of latent (hidden) conflict between what Freud 
termed the ego (the true self or 'me') and superego (the moral self) and repressed sexual 
and aggressive impulses from the id (primitive impulses). These impulses occur at a stage 
of the child's psychosexual development involving the Oedipus complex, conflicting feelings 
of love and hate towards parents, with one being experienced as a rival for the others love 
(Jacobs, 1998). The threat to the ego and fear of the possible consequences of the 
expression of such conflicts leads to regression to an earlier safer stage of infant 
development, believed to be the anal-sadistic level (Esman, 2001). The anal stage where 
toilet training occurs, involves the child acquiring mastery over instincts (i.e. bowel control) 
and control over others. Fixation at this stage leads to' anal-retentive' characteristics of 
concerns over power and controi (Fenichel, 1946), which are seen in people with OCD. It 
also involves more primitive, pre-oedipal forms of thinking (e.g. simple unquestioning faith 
(Jacobs, 1998)) and ego defences.
Though all individuals may experience such conflicts, people with OCD are hypothesised to 
be less able to accept and integrate these experiences or find expression for them (Kempke 
& Luyten, 2007). The initial conflict is said to become displaced onto thoughts, giving rise to 
obsessions and worry about small seemingly irrational things. Because of the defensive 
nature of obsessions in displacing repressed impulses there becomes an inability to 
distinguish between inner and outer worlds. Thoughts come to be seen as omnipotent 
(Meares, 2001) and magical as they keep impulses and related anxiety at bay. This, 
however, produces a diminished sense of reality (Meares, 2001) and leads to an 
exaggerated sense of guilt and responsibility (Kempke & Luyten, 2007). As a result the 
symptoms seem so disconnected from the original instinct, emotion or event in childhood 
(Fenichel, 1946), explaining why they appear to the person with OCD to have no purpose. 
The obsessions, however, are seen by psychoanalysis to have significant meaning to the 
individual and interpretation is viewed as a way of understanding the original conflict. This 
meaning is clearer when 'immoral' obsessions occur as the sexual/aggressive impulses 
break through, but this only leads to further defensive strategies.
Compulsions have been understood psychodynamically as 'réaction-formations'; a form of 
ego defence (protection of the true self) that involves a change in personality opposite to 
the underlying impulses such as "overcompensatory kindness, an exaggerated sense of 
justice or cieanliness, an incapacity for any aggression" (Fenichel, 1946) and characteristics 
of conscientiousness and perfectionism. The specific act of repetition, such as in checking 
behaviours, has come to be viewed as a form of "undoing"; the person attempts to replace 
the original instinct, which produces a sense of guilt and self-hatred (Brandchaft, 2001), 
with alternative meaning that fits with the moral superego, e.g. washing as an undoing of 
dirtiness (Fenichel, 1946). These corrective actions come to serve as 'punishments' and the 
conflict remains unconscious and unresolved. This leaves a sense of incompleteness and 
gives rise to doubt.
Since Freud's time it has been acknowiedged that OCD is complex and may be complicated 
by comborbidity for example with other anxiety disorders and/or depression, or can be 
misdiagnosed (reference). Fenichel (1946) emphasised the limits to 'cure', recognising that 
the rigid characteristics of OCD are more resistance to psychodynamic techniques such as 
free thinking, making access to the unconscious conflict difficult. Because of the isolation of 
content from emotions he also saw that there was a danger of intellectual understanding 
only. The awareness of obsessions and compulsions as a defence against guilt also 
suggested to therapists that people with OCD may be reluctant to give up what serves a 
possibie function of punishment, leading to a pessimistic view of the possibilities for 
resolution through psychoanalytic treatment.
Post-Freud and Object Relations Theory
Early psychoanalysts recognised that children's early experiences play a role in their 
character development but in that the externai environment represents hurdles to 
biological drives (Leiper & Maltby, 2004). As psychodynamlc theory developed, what were 
previously viewed as purely internal conflicts came to be viewed in the context of the 
external social environment (both past and present) (O'Connor, 2008) representing an 
interplay between the internal and external worlds. Contemporary approaches such as 
object relations expanded on early theories of sequential developmental to include the role 
of early interactions with caregivers and significant others in forming unconscious mental 
representations or schemas by which an individual understands themselves, others and the 
world ( Kempke & Luyten, 2007). Particular developmental issues have arisen including
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attachment, trust, separation and individuaiisation, autonomy, identity and intimacy (Wells 
etal., 1990), some of which I will discuss here.
The formation of the distinction between inner and outer worlds is said to be 
underdeveioped in people with OCD, which Freudian theorists believed to be a result of 
unresolved conflict. Object relations theory understands this false sense of self through the 
impact it has in increasing vulnerability to attachment anxiety (Meares, 2001). Attachment 
refers to the emotional bond that develops between infant and caregiver. In order for 
children to feel safe and secure and able to tolerate emotional distress, caregivers should 
be available and responsive to their needs (Mhyr et al., 2004). Early interactions therefore 
piay a vital role when the child's sense of self is emerging. A balance is needed between 
protection from, as well as exposure to, the world (O'Connors, 2007).
Central character traits of people with OCD such as rigidity and need for control and 
autonomy, noted in earlier psychodynamic approaches as anal character traits, have come 
to be viewed interpersonally as a way of coping with external dangers such as parental 
inconsistency and unreliability (Mallinger, 1984, cited in Esman, 2001). Conflicting attitudes 
of caregivers towards the child, e.g. love and acceptance versus criticism and rejection, can 
lead people to experience doubt and ambivalence about themselves (Kempke, 2007) and to 
become fearful of abandonment (Meares, 2001). Myhr et a!., (2004) found that people with 
OCD tend to have greater attachment insecurity, relationship anxiety and discomfort with 
dependence than controls. There was, however, no difference compared to a depressed 
group, though in psychodynamic theory depression and obsessional characteristics have 
long been thought to be connected (O'Connor, 2007). Problems related to attachment 
anxiety have also been implicated in other psychiatric disorders and therefore to contribute 
to our understanding of OCD it needs to be considered in the context of other relational 
and dynamic factors.
Understanding children's response to traumatic events suggests an avenue for the 
development of the heightened sense of responsibility in OCD as children place themselves 
in the line of causality for significant events in their life (O'Connor, 2007). Fairburn (cited in 
Greenberg & Mitchell, 1983) describes children as taking on the 'burden of the badness' 
and assuming responsibility for undesirable qualities of their parents as a way of feeling 
more in control of those aspects. This goes some way to explaining the overinflated 
responsibility in OCD. More work is needed however in understanding this process. In my
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current work I have certainly come across a client whose OCD began as a child when she 
placed responsibility upon herself after her dad had a heart attack, viewing her ordering 
and checking behaviours as keeping her family safe. Considering this perspective has helped 
me think more about how this difficult event affected the development of her sense of self 
and sense of safety and contributed to symptom development.
There have been a number of other suggestions regarding the developmental and dynamic 
aspects at play in OCD. O'Connors (2007) believes that both extremes of under- or over­
protection present a challenging environment for the growing child to negotiate leading to 
an "endangered relationship to the world". Parental over-protection has been said to lead 
to a sense of (unreal) specialness, which may link to earlier described difficulties 
distinguishing inner and outer worlds leading to magical thinking. Overprotection also leads 
to reduced confidence in exploring the world (Meares, 2001) and therefore a heightened 
sense of the world as dangerous, something which is certainly seen in many people with 
OCD. Aycicegi et al. (2002) tried to delineate the specific parental factors involved in OCD 
and found that psychologically controlling parental styles was a predictor. However, as seen 
in other studies of attachment related issues, this was not specific to OCD but a general 
feature in anxiety and depressive symptoms. Parental rigidity and control may explain the 
inhibitions in letting go and overdeveloped need to 'get it right' seen in OCD, which is in 
psychodynamic terms is thought may develop out of a need to please internal or external 
authority figures (Jacobs, 1998). This leads to the development of schemas such as 
perfectionism (Kempke & Luyten, 2008).
From the brief review above it appears that there could be a number of possible 
psychodynamic/developmental factors underlying OCD, reflecting the complexity and 
variability in presentation. This indicates the importance of individualised formulations 
based on people's unique developmentai experiences in order to understand symptom 
development and allow consideration of the impact of diversity issues such as gender and 
culture. There is a suggestion for example that obsessions may not only be personally but 
culturally meaningful and reflect wider societal views (NICE, 2006). It is not yet known 
whether psychodynamic concepts are universally applicable therefore there may be 
limitations for whom and how it is applied. What is common among the approaches is the 
recognition that not only are people's current symptoms the result of internalised patterns 
of behaviour and ways of relating to others from the past being repeated or attempting to 
be repiaced (O'Connor, 2007), but that their accounts of their experiences and relationships
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with others is also shaped by those relationships (Greenberg & Mitchell, 1983). This 
suggests a role for psychodynamic theory in the assessment and treatment of OCD by 
increasing awareness of the need to attend to language and discourse in understanding 
unconscious influences.
Developments in the psychodynamic formulation of OCD as inter- as well as intra-personal 
suggest that it is not only the meaning of symptoms to the client and where these come 
from that is important in their resolution, but also the role that may be played by the inter- 
and intra-personal control they influence. For example O'Connors (2007) suggests that the 
influence of the dynamic of protection from parent to child may explain why OCD is found 
across generations in some families. There are of course other factors to consider, including 
evidence of a biological basis for OCD and the possible role of learning within such 
environments though psychodynamlc approaches may help to understand and address 
relationship difficulties that may cause and maintain OCD. Transactional analysis, for 
example, provides a useful framework for understanding how people relate to themselves 
and others through the conceptualisation of parent ego states, the internalised parental 
figures (e.g., rigid, authoritarian, critical), the child ego consisting of childhood thoughts, 
feelings and behaviours (e.g. feeling overly responsible and guilty) and adult ego states as 
rational and providing reality testing (Fields, 1998).
Psychodynamic Treatment
The primary aim of early psychodynamic therapy was to bring unconscious conflicts and 
defences into awareness through interpretation of the symbolic content of symptoms. This 
is said to allow a more full ownership of all aspects of the self, including those seen as 
unacceptable, thereby strengthening the ego (Chessick, 2001) and freeing the person from 
compulsions (Leiper & Maltby, 2004). The value of psychodynamic theory and therapy, I 
believe, is in the adaptive view of 'symptoms' as meaningful ways of managing difficult 
unconscious experiences. As psychodynamic therapy is not specifically theory bound it is 
flexible enough for each therapeutic encounter to provide a unique story.
From my understanding of current theories of OCD, which I will discuss later, early 
psychodynamlc concepts and processes such as the role of the unconscious and the 
development of obsessions and compulsions as defences remain influential. However other 
aspects of the theory such as the nature and development of impulses seems vague and 
lacks specificity to OCD, with conflicts at the oedipal stage being implicated in other
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disorders for example (Jakes, 1996). Hostility is another factor thought to be central in 
early theories of aggressive impulses, however a recent study found that levels of anger 
were no different in the OCD compared to nonclinical population tested (Whiteside & 
Abramowitz, 2005). It may be that this study does not access psychodynamic processes as 
the focus was on the expression of anger whereas psychodynamic theory suggests 
unconscious feelings of hostility or as suggested people with OCD often suppress such 
feelings. This in itself demonstrates the difficulties inherent in effectively testing and 
establishing the validity of psychodynamic claims.
The therapeutic relationship and the use of transference and counter-transference has long 
been the cornerstone of psychodynamlc therapy. The process of therapy itself is said to 
provide access to defensive withdrawals and resistance (Brandchaft, 2001), awareness of 
which can provide an avenue for change. It also enables greater awareness from the 
therapist perspective of their own influence within the relationship. Psychodynamlc 
therapists make use of the therapeutic context to highlight patterns of relationships that 
occur in therapy and in the clients' day to day relationships and experiences. A supportive 
therapeutic relationship becomes vital in enabling 'corrective' relationship experiences and 
avoidance of continuing destructive patterns (Johnstone & Dallos, 2006). It provides a 
protective function and facilitates blocked development (Leiper & Maltby, 2004), without 
which it is recognised that there may be a danger of leaving people without behaviours that 
serve an important purpose (Jacobs, 1998). An awareness of interpersonal processes seems 
now to have become incorporated into other therapeutic approaches such as CBT, which 
recognise the importance of the collaborative relationship.
Given that more recent psychodynamlc theory emphasises the interpersonal nature of OCD 
and the role of caregivers in shaping the characters of people with OCD, it seems that 
family and close others could also play a role in treatment. Impairments in family 
functioning and distress in relationships may be caused by or contribute to symptom 
development and maintenance and may therefore interfere with treatment efficacy. Family 
members/partners may for example become involved in accommodating or participating in 
OCD symptoms (Renshaw et al. , 2005). For therapy gains to be generalised it would seem 
that significant others also need to be involved.
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Current treatment approaches to OCD: BT, ERP and CBT
I intend here to highlight briefly the current approaches to the formulation and treatment 
of OCD as specified by national guidelines (NICE, 2006). I recognise that current evidence 
base is heaviiy weighted towards cognitive and behavioural approaches due to the lack of 
systematic research in other areas such as psychoanalysis therefore would like to also 
reflect on my understanding of the influence of psychodynamlc approaches from what I 
have learnt thus far.
According to Lam & Steketee (2001) behavioural approaches, developed in the 1970's 
based on learning theory, view obsessions as resulting from association with an unpleasant 
or traumatic event, by observation (modelling), or by informational learning. The 
environment is therefore of most importance in shaping the OCD symptoms without 
considering the meaning of the original event. Compulsions are seen as avoidance 
strategies, as they reduce anxiety they are reinforced and therefore are repeated and 
become habitual. Exposure response prevention (ERP) treatment has become established 
as the most effective method of reducing OCD symptoms (NICE, 2006) by exposing and 
habituating people to the avoided obsessions and at the same time preventing compulsions 
to de-condition the association with anxiety reduction. Reduction occurs in rituals more so 
than obsessions however (Lam & Steketee, 2001). Despite the reported success however, 
there is a 20-30% rate of refusal with low motivation and failure to comply presenting 
difficulties in more rigorous ERP. There is also limited data on long-term improvements with 
apparent relapse after discontinuation of treatment (Leib, 2001).There may be a number of 
reasons for this, from my own perspective given what I have discussed so far and 
considering my work with people with OCD I think that behavioural treatments though 
effective for some, present a simplistic view of a complex problem. People may be too 
invested in maintaining symptoms because of possible unresolved dynamic and relational 
issues that they serve to protect them from. Those issues may also continue to be present 
in the environment, such as a controlling or overprotective other, thereby maintaining 
symptoms.
The development of cognitive behavioural therapy (CBT) led to additional cognitive 
conceptualisations and treatments for OCD. The consistent view within CBT is that 
obsessions result from negative appraisals of normally occurring intrusive thoughts and that 
compulsions develop as ineffective strategies to cope with these thoughts (Doron et al.,
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2008). Appraisals are said to include overestimation of danger, over-importance of 
thoughts, exaggerated responsibility and perfectionism (Faull etal., 2004). These themes 
that have been identified as central since early Freudian psychodynamic theories as 
discussed earlier, and in both fields lack of consistency and agreement regarding the most 
significant factors and how they relate to specific symptoms (Wells, 1997).
Beck (1979), founder of cognitive therapy, himself acknowledges the influence of 
psychoanalytic understanding of symptoms and affect as based on unconscious ideas. 
Though there are indications that the content of obsessions may reflect themes of life 
events (NICE, 2006), behavioural and cognitive formulations and treatments fail to address 
the relationship to possible underlying causes. CBT recognises the role of early experiences 
in the development of schemas, mental representations of the self, others and the world 
and the relationship to obsessions (Faull et al., 2004), however the treatment approach 
remains focused on surface level belief and behaviour modification.
The few causal explanations for OCD that have been put forward in the CBT field, such as by 
Doron et al. (2008), refer to the activation of attachment systems and schemas, factors that 
have also been identified in the psychoanalytic field. There are some reports that CBT has 
not been found to be any more effective than ERP alone (Wells, 1997), suggesting that the 
addition of the conscious 'cognitive' aspect to therapy may not make a significant 
contribution to symptoms reduction. It has therefore been suggestions of the need for CBT 
for OCD to focus more on schema level changes (Faull et al., 1994) for structural and lasting 
change to occur, suggesting a role for the integration of psychodynamic and relational 
techniques. It seems that whether cognitive, psychodynamic or otherwise, the above 
identified concepts have yet to be fully understood.
Conclusion and implications
As this critical evaluation has demonstrated, there is no one clear psychodynamlc approach 
to the formulation and treatment of OCD and evaluation of such approaches is yet to be 
completed outside of theoretical arguments. In my conclusion I therefore remain unsure 
but curious about the benefit of the psychodynamlc approach to OCD as a whole. It has 
been beyond the scope of this essay to complete a thorough enough evaluation of all of the 
available literature to answer such a question. Through my reading I have however come 
to a greater understanding of the major contributions psychodynamlc approaches have 
made over time. For example, developments in understanding about the role of
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unconscious dynamic factors underlying OCD such as ambivalence, the need for control and 
magical thinking, as well as relational issues such as attachment, remain pertinent in 
current cognitive behavioural approaches. The psychoanalytic focus on content of 
obsessions also, I feel, allows a greater understanding of individual symptoms and 
experiences within the socio-cultural context as obsessions may reflect wider societal views 
for example. Paying attention to the subtleties of language and imagery also allows for a 
richer understanding of people's stories. It is clear though that there is also a role for 
behavioural and pharmacological approaches that have proved effective, such as ERP. This 
has made me more aware that no one psychological theory or model is sufficient to 
understand what Freud has long recognised as a complex and pervasive clinical 
presentation.
Part of the value of training as a clinical psychologist is the ability to understand individuals 
unique experiences by utilising different psychological theories. This essay has encouraged 
me to develop a broader and more critical approach towards the process of formulation 
and treatment. I hope that this wiil make me a more effective and integrative clinician in 
my work with all service users not only those with OCD. My experiences of working with 
people with OCD, for example, has shown me that behavioural approaches can be of 
benefit in providing practical strategies to manage symptoms, however given reports that 
at least 25% of people with OCD do not benefit from these techniques (Kirk, 1983 cited in 
Field, 1998) it seems that this may not always be sufficient. I recently assessed someone 
with a long history of OCD who's ordering rituals were eliminated over time through 
behavioural approaches but have been replaced with problematic checking behaviours. As 
psychodynamic theory has suggested OCD can be meaningful and functional to the 
individual. The client's obsessions and checking behaviours do not seem therefore to be 
simply 'irrational' but could be understood (simplistically without going into a full 
formulation) as maintaining a sense of controi after difficult early life events including her 
father's heart attack and parents' separation. Without understanding both the intra and 
interpersonal meaning of their symptoms people remain invested in maintaining them. 
Critics suggest that current psychodynamic theories of OCD are so distant from traditional 
concepts such as conflicts and drives that they can no longer be named as purely 
psychodynamlc (Jakes, 1996). However they are named I believe that there could be great 
benefit in enabling service users to make more sense of their experiences in dynamic and 
interpersonal terms.
17
The following extract from the NICE guidelines is a testimony by 'Estelle' presenting a 
service user perspective on the value of psychodynamlc therapy for chronic OCD:
The other therapy that helped me understand better why I might suffer from 
this disorder was psychodynamlc therapy... Because OCD is so often 
accompanied by a range of other anxiety and mood problems, not to mention 
self-esteem issues, this therapy enabled me for the first time to find some 
value in myself as a person, and to mitigate the hatred I had long felt for 
myself... (NICE, 2006, p. 53)
Convergence across fields and recognition of multiple aspects at play in OCD, from 
biological, behavioural to psychic is beginning to lead to multi-modal approaches. A case 
study by Leib (2001) demonstrates the effectiveness of incorporating pharmacological and 
behavioural approaches into psychodynamlc therapy. An approach making use of the 
effectiveness of the behavioural concept of exposure for dynamic factors has also been 
developed in the form of short-term dynamic psychotherapy/anxiety-provoking 
psychotherapy, though the chronic and pervasive nature of defences and regression makes 
short-term work more difficult in non-acute presentations (Mavissakalia etal., 1985). Weils 
et al. (1990) indicate the advantages of group psychodynamlc treatment of OCD in enabling 
the awareness and moderation of interpersonal dynamics which may suggest a possibie 
avenue for presenting a more cost and resource efficient approach.
I recognise that the psychodynamlc approach to OCD has ultimately remained in the 
background due to lack of evidence for its effectiveness in treating OCD. There are 
limitations inherent in the evaluation of any psychoanalytic approach due in part to the vast 
diversity in theoretical stances that assume the name psychodynamlc or psychoanalytic, 
making replication and generalisation difficult (Lindsay & Powell, 2007). Whereas CBT 
provides a more clearly defined treatment model that is amenable to systematic research 
based on outcomes, the uniqueness of each psychodynamlc encounter means that the 
primary form of research individual case studies with a focus on processes. Though this 
provides valuable insights between psychoanalysts I do not feel that it makes the 
psychodynamlc approach to OCD accessible and appealing outside of the field.
As I mentioned in the introduction, there appears to be a broad consensus across 
approaches regarding the psychopathology of OCD, including psychodynamlc aspects, but
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as yet evidence of a clear theory of cause and therefore direction towards appropriate and 
effective treatment remains elusive. Ultimately there should be a range of effective 
treatment options allowing service users to make active, informed decisions regarding their 
care and clinical decisions should be made considering the needs of the individual based on 
their unique experiences. But with our understanding of OCD seemingly far from complete 
we rely on the current dominant evidence-base to make clinical decisions. A special edition 
of the Psychoanalytic Inquiry in 2001 involving numerous authors across the fields 
highlighted the need for increased research efforts if psychodynamlc approaches to OCD 
are to be accepted as valid and effective options in the NHS, though it seems much work is 
still to be done.
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Introduction
Both supervision and consultation represent areas of competence expected during the 
career of Clinical Psychologists (British Psychoiogical Society (BPS), 2001). In response to 
social, economic and political changes in recent years, health care initiatives such as New 
Ways of Working for Applied Psychologists (BPS, 2007) have recognised the need to 
improve the level of psychological care in the NHS due to the increasing demand for these 
services. Since the number of psychologists available to fulfil this need falls short, the 
development of the psychological competence in the existing workforce is seen to be key. 
As such Clinical Psychologists, and other psychologists, are being encouraged to expand and 
appiy their psychological skills and knowledge beyond the role of individual 'therapist' to 
promoting psychological thinking in teams and organisations (Lake, 2008a) through 
supporting team design and operation, service planning, service user and carer 
involvement, peer consultation, reflective practice, teaching and training, research, and 
evaluation(BPS, 2007).
The positive experiences I have gained from having my own supervision, and the benefits I 
have observed from watching consuitation being carried out are what initially drew me to 
this essay. Having not yet taken on such roles myself I was interested in learning more 
about how to develop and apply these skills in my career. Because of my interest in my own 
future potential role within teams I have chosen to examine the question from the 
perspective of the Clinical Psychologist as supervisor/consultant. I will firstly provide the 
reader with an outline of definitions and purposes of supervision and consultation. Since it 
is beyond the scope of this essay to describe in detail any of the models of supervision and 
consultation, I aim to focus on specific aspects of supervision and consultation in order to 
highlight some of the similarities and differences in theory and practice. I will draw from 
my own experiences as a trainee in clinical teams, as well as using examples from the 
literature. Finally I will answer the question of how to evaluate supervision and consultation 
in clinical teams in the NHS by examining and critiquing some of the methods taken from 
the literature, before summarising and concluding with my reflections.
Definition and purpose of supervision and consultation
Supervision occurs in many health professions, particularly during times of training and 
early post-qualification, to facilitate learning (like an apprenticeship model) and to provide 
a space for reflection. It can be defined as the overseeing of the performance of a person or
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group (The Free Dictionary, 2010). The structure, content and function will vary dependent 
on Individual needs and their stage of professional development. As such the supervisor will 
take on different roles accordingly, from supporter, educator, manager, to consultant 
(Scalfe, 2001).
For Clinical Psychologists In particular, supervision Is open to all aspects of their work: 
clinical, research, administrative, managerial, service development, and supervision of 
others (BPS, 1995). In some professions (e.g. nursing), the relationship has tended to be 
based more upon case management and can be seen as supervising the work of the service 
rather than the Individual (Scalfe, 2001) and Is seen by Goldstein (2008) as a means of 
'quality assurance'. This might therefore be defined as 'managerial' supervision, or line 
management, which covers Issues such as prioritising workload, monitoring performance, 
clarifying task boundaries (based on the supervisees competencies) and Identifying training 
and development needs (Surrey And Borders Partnership NHS Trust (SABP), 2010).
Supervision practices In the NHS are defined locally and according to different professional 
standards, though managerial supervision Is mandatory and seen to be a necessary ongoing 
commitment for all professionals throughout their career (SABP, 2010). The Surrey and 
Borders Partnership (SABP) NHS Trust policy on supervision, for example, distinguishes 
'clinical' or 'practice' supervision, which emphasises the relationship within supervision and 
the use of reflection:
"It Is planned, dedicated time to allow for self reflection on practice/performance for the
supervisee" (SABP, 2010).
Clinical supervision, however. Is viewed as necessary only for 'some' Individuals, such as 
counsellors, nurses and social workers, and although the value Is being Increasingly 
recognised and utilised across professions It Is not compulsory for all team members (e.g. 
nursing staff). For the most part I will be focusing on 'clinical supervision' as a recognised 
standard for clinical practice, though I aim to reflect on some of the management and 
organisational Issues that are Inevitably bound up In this.
Consultation Is a term that has traditionally been used In medical settings to refer to the 
meeting between a doctor and their patient. It may also be a process between 
professionals for the purpose of discussing the opinions and advice with regard to the 
patient's diagnosis and treatment (The Free Dictionary, 2010). This might therefore be an
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ad-hoc or one-off meeting or a more formal and regular arrangement between 
professionals. At a broader level, consultation within any profession serves to enable 
clients, colleagues or systems to address a problem and improve functioning (Arrendo et 
al., 2004). Schein (1995) indicates how consultation can therefore take different forms, 
including; clinical or case consultation, with the focus being on the service user, team 
consultation, in which group processes and performance are key, or 
systemic/organisational consultation, whereby content and processes in the system are 
attended to (Goldstein, 2008).
Consultation in the context of clinical teams may not always be provided explicitly by a 
professional with the title of 'consultant' but can occur in everyday practice, as I will discuss 
more later. 'Consultant' Psychologists (and other professionals who take on this title, such 
as psychiatrists), on the other hand, take a greater role in management, clinical governance 
and clinical leadership within teams. This role is specified by movement through the career 
pathway by virtue of experience and expertise (BPS, 2007). Practicing both supervision and 
consultation competently and effectively is therefore a developmental process and as such 
it is recognised that the confidence and competence to take on these roles should not be 
assumed (BPS, 2007).
Clinical Psychologists take on multiple roles in clinical teams in the NHS, including practicing 
clinician, supervisor, trainer, researcher and consultant. The challenge presented by New 
Ways of Working (BPS, 2007) is for psychologists to ensure that they are at the forefront of 
changes in the ways that clinical teams function by displaying and making use of these skills 
to lead others. Supervision and consultation practices in psychology have previously tended 
to be internal to the profession, but these roles are being increasingly used by different 
professionals to contribute to team working in the NHS. In order to use these competencies 
effectively it is first necessary to understand the distinction in these roles. In order to do so 
I will first explore in the next section how supervision and consultation can appear similar.
Similarities between supervision and consultation practices in clinical teams
It was clear from my reading for this essay that it is not always an easy task to clearly 
separate both the similarities and differences between supervision and consultation and to 
discuss processes and content as distinct aspects since they are all interlinked. To aid 
distinction I refer the reader to definitions of process as actions, changes or functions 
utilised to bring about a result, whereas content refers to the parts; materials, items, topics.
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that are dealt with (The Free Dictionary, 2010). I have chosen to address the question of 
similarities through exploring a number of main themes In supervision and consultation and 
to draw attention to how process (how the roles are carried out) and content (what Is 
Involved In the roles), appear to overlap.
Flexible formats
Supervision and consultation have both traditionally been viewed as activities occurring 
between individuals. The recent efforts towards Increasing effective and efficient team- 
working means that the value of alternative forms of supervision and consultation are being 
recognised and utilised (BPS, 2007). Since team members often work closely and 
collaboratlvely, peer supervision and consultation provide a flexible way of meeting clinical 
needs more Informally, for example through day-to-day discussions and sharing of advice 
and knowledge. Group or team formats are also Increasingly being used since they allow 
not only wider dissemination and sharing of knowledge and experience but can be a useful 
way to encourage attention to group and team dynamics and Issues (Gonzàlez-Doupé, 
2008), as I will elaborate on later. With new technologies we are now In an era In which 
Important conversations can take place virtually. Including via email and teleconferencing 
(BPS, 2007), enabling supervision and consultation to be accessed from a distance.
Use of psychological skills
Many of the skills and competencies Involved In Clinical Psychologists' clinical work are 
applied flexibly and adaptively to the process of supervision and consultation. There Is a 
vast literature from different psychological theories of human behaviour, such as group 
processes and theories of change. In which models of supervision and consultation have 
been developed (though unfortunately It Is beyond the scope of this essay to examine 
these In any depth). In his description of 'process consultation', Schein (1995) emphasises 
that effective consultation Is more than simply data gathering (content), but Involves 
sophisticated used of clinical skills (process). There are a number of roles In consultation 
that seem In keeping with psychologists' broader skills, such as assessment and diagnosis of 
a problem, selecting appropriate Intervention from this formulation, analysing and 
Interpreting outcomes, and communicating outcomes (Arrendo et a!., 2004). This parallels 
Milne's (2006) concept of supervision as similar to therapy. Clear communication, 
collaborative goal-setting, and the development of relationships are therefore vital to 
promoting development and change (James & Folen, 2005). Supervision and consultation
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will at different times require the use of processes such as problem-solving, Intervention 
(e.g. Identifying gaps In knowledge and experience which the supervisor/consultant may 
address through training), declslon-making and planning.
Psychologists' knowledge of human behaviour also places them In a prime position to use 
and make others aware of the Impact of process Issues within and outside of the 
supervisory/consulting relationship. The wider organisational and political context and 
culture can Impact on clinical work explicitly and Implicitly (Cooke, 1997). For example, at 
my current placement the team Is under stress from regional reconfigurations, which I 
discussed with my supervisor. I feel that enabling Individuals and teams to process the 
Impact of such organisational Issues Is an Important aspect of supervision and potentially a 
role for consultation.
Relationship Issues
Another Important clinical skill that Is vital to effective supervision and consultation Is the 
development of relationships. The nature of these relationships will vary according to the 
purpose, content and processes, as discussed In the definitions (Scalfe, 2001). Awareness 
and management of potential Issues In these relationships, such as conflicts of roles, may 
therefore form part of both supervision and consultation (Lake, 2008a; Scalfe, 2001). For 
example, psychologists providing consultation and/or supervision to members of their own 
team may find that they are positioned as experts and called upon more frequently for help 
outside of formal supervision and consultation settings. Alternatively they may find that the 
team have difficulties accepting and adjusting to psychologists taking on these new roles 
(Lake et o/., 2008). This may restrict their ability to fully utilise particular processes and 
content, such as Identifying team dynamics, and will Impact on the relationships with and 
behaviour of other team members, such as their willingness to adhere to advice (Preedy, 
2008).
In the supervisory/consulting relationship there are also wider relationships to be attended 
to. This Includes what Is known as the 'triadic' relationship (Hawkins & Shohet, 2000), 
Involving consideration of the 'hidden client' (the service user whose care Is always at the 
forefront of supervision and consultation). This entails balancing the competing needs and 
Interests of the client, supervlsee/consultee and the wider context. Reflection on the 
Influences on these relationships. Including Individual, systemic and organisational cultures 
and values, can therefore play a role In supervision and consultation. Newman (1993), for
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example, highlights the need for consultants to be aware of the Influence of their own 
values as this may bring potential conflicts with those of the Indlvldual(s) or team they are 
consulting to. This notion of personal awareness Is Inherent In all aspects of clinical 
psychologists' work (BPS, 2001).
Emphasis on personal and professional development
It Is through the relationships that supervisors and consultants develop that they perform 
one of the main functions; Improve the ability of Individuals and teams to provide effective 
care (BPS, 2007). Monitoring and development of professionals' skills and competencies Is 
therefore an Important practice In both supervision and consultation. The creation of space 
for reflection Is key to both In order that Issues raised In clinical work can be discussed In a 
supportive, facultative and reflective way (Cutcllffe & Lowe,2005 as cited In Scalfe, 2001). 
This enables Indlvlduals/teams to attend to both the clients and their own strengths and 
needs. Consultation provides another way to help Indlvlduals/groups/systems to develop 
and make changes through providing space to look more closely at Individual and/or team 
work (Arrendo et a!., 2004). The content of both supervision and consultation may 
therefore be the Individual or teams strengths and needs In their clinical work, which will 
be addressed through various processes, for example supervisors and consultants may 
provide training and learning opportunities, as described below.
Increasing psychological knowledge and skills In others
Using psychological theories and skills In supervision and consultation sessions can serve to 
Increase the psychological knowledge of others, whether Intentionally or vicariously, 
directly or Indirectly. Shepherd & Rosebert (2008) Illustrated this point by commenting on 
how they as Clinical Psychologists make use of their various skills and roles (Including 
consultation and supervision), to facilitate a multl-dlsclpllnary reflective practice group. 
Their use of techniques such as genograms (diagrammatical representations of family 
groups that are frequently used In family therapy) and Cognitive Behavioural Therapy (CBT) 
formulations were picked up on by other team members as tools for case discussions. Boot 
etal. (2009) describe how the role of the Clinical Psychologist In a Community Mental 
Health Team (CMHT), was specifically developed to Increase psychological knowledge In 
staff through the provision of a supervision group focusing on CBT skills. Supervision and 
consultation within and between professions may therefore Increase understanding of 
team members' roles, knowledge and skills.
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Encouraging collaborative team working
As well as shaping individual team members' knowledge and skills, supervision and 
consultation processes and content are used to facilitate inter-professional collaboration 
and enhance client care (BPS, 2007). Shepherd & Rosebert (2008), described above, 
developed a group in their clinical team that enabled members to think about their clinical 
work using key psychological ideas and skills, such as formulation. Since reflection is a core 
aspect of clinical practice for psychologists (BPS, 2001) they are well positioned to support 
this in colleagues. In my experience, traditional formats for members to gather, such as 
team meetings, are generally headed by senior professionals and/or managers and tend to 
be action-focused, with final decisions ultimately lying for the most part with the senior 
member. Reflective sessions are therefore increasingly being used in group consultation 
and supervision formats to allow team members greater space to think collaboratively 
about their work, enhancing a dynamic of shared power and decision-making, which can 
improve team working (Lake, 2008b). Such groups also give teams the time and space to 
connect personally and develop relational awareness (Gonzàlez-Doupé, 2008), which may 
not be possible to reflect on outside of individual supervision (particularly for other 
professionals for whom supervision remains focused on casework).
I have had the benefit of recently being part of a newly developed reflective group in the 
Child and Adolescent Mental Health (CAMHS) team that I currently work in. This was 
initiated by the team psychotherapist, a Clinical Psychologist, who recognised the need for 
a space for team members to gather their thoughts outside of the formal team meetings. 
The first meeting of the group was unexpectedly small and represented by only psychology. 
Unfortunately the planned case presentation by the nurse specialist was cancelled as she 
responded to an urgent case. This highlighted to me the different positions that 
consultation, supervision and reflection occupy for different professions dependent upon 
the culture of learning. For psychologists it is part of their training and seen as an 
important aspect of ongoing development, whereas other staff may have less opportunity 
to talk in depth about particular clients. After an increased and more representative 
attendance at the second team meeting, team members fed back that they had benefitted 
from this reflective space. This is a new way of thinking and working for many, but seems to 
be a valuable source of shared learning.
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Differences between supervision and consultation practices in clinical teams
As with the above description of the similarities, here I will be exploring a number of 
themes that seem to distinguish supervision and consultation. Again, both process and 
content will be attended to interchangeably.
Positioning within teams
Supervision and consultation can differ in process through the position in which the 
psychologist places themselves. In the reflective group described above for example, the 
consultant placed themselves as a non-expert (Lake, 2008a), whereas in a supervision 
context, the psychologist takes a more active facultative and information-giving role for 
individual personal and professional development. The roles and positions supervisors and 
consultants take on are interchangeable. However, it seems consultancy offers a more 
unstructured and flexible way to meet specific needs of the team (e.g. team-working) 
without having to get caught up in needing to directly monitor individual and team 
performance, which supervisors may not be able to avoid. This allows for greater 
integration within teams.
Expertise
In clinical psychology it seems there is a move towards using consultancy from a non-expert 
position (Lake eta!., 2008). However, consultants are essentially being asked to give advice 
in a particular area that they may have expertise in (though they may comment on other 
areas). Supervisors may have certain expertise and are expected to be more experienced 
than their supervisee (Scalfe, 2001), but this may not necessarily be called upon due to the 
broad demands of supervision. It seems that consultation provides greater opportunities to 
influence teams' or organisations' clinical practices, such as contributing to policy 
development and service planning (BPS, 2007). This in turn requires broader knowledge 
and skills in business and management (Preedy, 2008).
Positioning outside of the team
Consultation can be differentiated more clearly from supervision due to the ability to work 
at a broader organisational level. Consulting to other health care providers, such as nurses 
in primary care, for example, can assist staff and clients without the need for lengthy
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specialist involvement (James & Folen, 2005), thus providing an efficient way of widening 
access to psychological services.
Organisational consultation to teams, departments, and health services is seen to be an 
important role for psychologists in engendering systemic change (BPS, 2007). Psychologists 
can be employed as consultants in team away days (Lake et al., 2008), staff appraisals, 
reviewing and evaluating services, e.g. audit, and the development of policies. The benefit 
of an external agent is the distance that allows the identification of cultural dynamics that 
may be playing a part in the problems identified by the team. The consultant's role could be 
to increase awareness of these dynamics, encouraging ownership for change and the 
creation of a new more facilitative organisational culture (Hawkins & Shohet, 2000). This 
therefore requires a greater knowledge of organisational theories and models, group 
processes, as well as an understanding of policies, legislation and wider social and 
economic factors. Although supervisors, whether internal or external, will also need to be 
aware of and may reflect on their clients' organisational context, their need for business 
knowledge and skills is less necessary.
Boundaries and responsibiiities
As Lake (2008b) points out, it is important that supervisors and consultants are aware of 
and communicate the boundaries between supervision and consultation, as on the surface 
they may appear similar and teams may try to use them as such. The nature of the 
relationships involved in supervision and consultation practices are one way of 
differentiating the processes. Supervisors are expected to be senior to and more 
experienced than the supervisee, therefore the fundamental difference lies in the 
accountability and responsibility inherent in the role. It is essentially the supervisors' 
responsibility for the supervisees learning and development and they are accountable for 
the clinical work, particularly if the supervisor also acts as line manager (Scaife, 2001). This 
does not, however, subsume the responsibility of the supervisee for their own learning and 
they need to be encouraged to consider their role and develop autonomy as appropriate. 
Supervisees do however, have an obligation to engage in supervision, and are often 
evaluated by their supervisor. Consultants can take more of a collegial stance, making 
involvement in consultation a freer choice (Newman, 1993). Indeed, the recipient can 
choose both to participate and to act upon the consultation (Schein, 1995). Counselling 
Psychologists provide a model of separating these issues in an attempt to reduce the
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related power dynamics by accessing external (to their team) supervision and consultation 
(Gale & Alilovic, 2008), though resources may make this a difficult standard in busy NHS 
teams.
Evaluating the effectiveness of supervision and consultation in clinical teams
Evaluation is one of the core competencies for Clinical Psychologists (BPS, 2001) and takes 
place in all aspects of work, including clinical practice, supervision and consultation. With 
the longstanding tradition of engaging in and providing supervision there is a vast literature 
in this area and thus greater research evaluating supervision. Consultation within clinical 
settings is a more recent emergence in the literature, as is the research in the area (Lake, 
2008a). I will reflect here on some of the methods that have been used to evaluate 
supervision and consultation so far and how these could be applied in our clinical practice 
in the NHS.
Use of supervision and consuitation
Given the importance placed on supervision of clinical practice in teams, one of the ways in 
which it can be evaluated is in auditing the provision of and adherence to supervision. 
Gabbay etal. (1999) for example identified that 28% of surveyed Clinical Psychologists were 
not receiving supervision, suggesting a gap between guidelines and practice. Quantitative 
examination of supervision practices, for example staff surveys and audit of important 
processes such as contracting, recording supervision and attendance at supervision training 
can therefore be helpful. In a similar way, the uptake of consultation services provided can 
be a useful measurement, for example McGarry et al. (2007) examined the number and 
type of referrals received for their brief consultation and advisory service. Attending 
supervision, or receiving consultation, however, does not in itself ensure improvement in 
practices and fulfilment of objectives. As Milton (2008) reflects, practices such as 
supervision are assumed to be helpful but may be experienced by some to be time- 
consuming, not helpful and not good enough, thus individual/team needs and experiences 
need to be taken into account.
Perceptions of effectiveness
Satisfaction is therefore another way of understanding whether the intervention, 
supervision or consultation, is having the intended effects. The SABP (2010) supervision 
policy suggests that supervision benefits the employee in numerous ways including
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increased motivation and job satisfaction. Therefore supervision could also be evaluated by 
looking at contentment with supervisee's work as well as with the actual supervision. 
Satisfaction has been evaluated through questionnaires such as the Supervisee Satisfaction 
Questionnaire (Lehrman-Waterman & Ladany, 2001) as well as qualitative research utilising 
interviews with staff. These processes can be applied to our everyday clinical practice by 
taking responsibility for evaluating supervision and consultation, which at the most basic 
level may be through verbal feedback.
Lehrman-Waterman & Ladany (2001) emphasise the role of evaluation in highlighting the 
supervisee's progress and making them aware of their strengths and weaknesses. This led 
them to develop the Evaluation Process Within Supervision Inventory (EPSI), which 
specifically looks at supervisees perceptions of effective goal setting and feedback. In order 
for collaborative goals to be set and worked towards, there needs to be an effective bond 
between the parties involved. The supervisory relationship has therefore been highlighted 
as key, drawing parallels with therapeutic relationships (Milne, 2006). It has been examined 
using measures such as the Working Alliance Inventory (Bahrick, 1990, cited in Lehrman- 
Waterman & Ladany, 2001). I was unable to find any particular measures available to 
examine the perceived effectiveness of consultation. However, given the parallels that I 
have pointed to in this essay between consultation and supervision, it seems that 
evaluative processes can also overlap. Most documents that I viewed on consultation 
provided guidelines for evaluation by addressing questions such as (a) what goals were 
met/not met by the consultation (b) what changes occurred from the perspective of the 
consultant/consultee and (c) what suggestions/changes were implemented (Cabinet Office, 
2010). There have been specific evaluations of consultation processes, such as Hughes &
De Forest (1993) who analysed transcriptions of consultations comparing consultant aspects 
such as certain verbalisations, with consultée evaluation. Generalisations from this kind of 
research, however, are limited and this detailed level of research would be difficult to 
achieve in everyday practice. What are needed are more standardised measures and 
methods for routine evaluation.
Do supervision and consuitation benefit service users and carers?
Supervision and consultation aim to benefit service users and carers through improving 
team-working, which has been shown to contribute to the effectiveness of organisations 
through better client care and increased staff well-being (BPS, 2007). It is important
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therefore to gain service user and carer perspectives on their care from teams and how 
they worked together. The vaiue of supervision and consuitation practices in teams may 
aiso be assessed indirectiy through ciinical client outcomes, which are expected to benefit 
from these practices. McGarry et al. (2007) for example found that not only did those 
receiving their consultation service have a reduced waiting time; there were aiso 
indications from psychometric data of clinical improvements. However, lack of control and 
comparisons available for these clinical evaluations make conclusions about supervision 
and consuitation problematic as it is not possible to specify the effective content and 
processes.
Diversity
As identified throughout this essay, supervision and consultation practices vary greatly 
across and within professions and clinical teams. Any evaluation of supervision and 
consultation needs to consider the breadth of content and processes involved. For example 
different supervisory relationships will have different needs at different time points (Gale & 
Alilovic, 2008) therefore it would not be appropriate to apply the same evaluative measures 
to every supervisory and consuitation experience. Though supervision is a more 
standardised process, consuitation can take many guises and often takes the form of 
informal shared learning in teams, such as ad hoc case discussions, making traditional 
evaluation more difficult. With diverse staff and client groups with a wide range of needs, 
clinical teams in the NHS should endeavour to monitor their practice in order to address the 
effectiveness of meeting those needs. This may involve utilising some of the methods 
described above, such as standardised questionnaires, interviews, and routine collection of 
feedback from staff and service users/carers.
Conclusion and reflections
The process and content of supervision and consuitation are not always easily 
distinguishable. Practices in clinical teams in the NHS may vary, across services and 
professions. Consuitation is being increasing used in adaptive ways to address complex 
issues that may arise in clinical work and overall service delivery due to the benefits of its 
focused purposive role. Supervision on the other hand can be seen as a more ongoing 
practice, which may identify problems but the objective remains on continual development 
of individual professionals and the team, i am heartened by the recognition that skills in 
supervision and consuitation are inherent in the way that Clinical Psychologists and other
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clinicians develop in their training and can be applied in multi-faceted ways. Though Clinical 
Psychologists may not always take on explicit consultant roles, perhaps until the level of 
'Consultant', they have a role to play in providing services for the team that are increasingly 
being recognised as consultations, such as developing reflective groups for staff.
This has helped me to recognise where supervision and consuitation overlap in what they 
address, such as client work, team work and relationships, and the processes involved, 
including discussing cases, seif-refiection and learning about psychological theories, in turn 
this has enabled me to see aiso where the important distinctions lie in the responsibility 
and accountability of supervisors and consultants. Clinicians practicing as supervisors and 
consultants need to be clear about the boundaries of their roles with clinical teams through 
setting clear objectives and goals in the contracting process. This may aiso be aided by 
greater clarification and agreement on models of consuitation and supervision may aid this 
and further research on the effectiveness of supervision and consuitation processes and 
content, i certainly think that by engaging in the literature for this essay i have increased by 
understanding of supervision and consuitation practices in the NHS. i look forward to seeing 
in action and taking on those roles in training and upon qualification, though i am aiso 
aware that there is a vast amount to learn and these skills are an ongoing development for 
any clinician.
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Meeting the group
Meeting the whole cohort for the first time was an exciting and overwhelming time, a day 
full of opposing thoughts and feelings, including 'what am i doing here?' We were 
reassured that everyone feels this way when starting training! Having barely had time for 
reality to sink in we were given the title of our first assignment and i had no idea what to 
think and what to do. Upon meeting my fellow Personal and Professional Learning and 
Development (PPLD) group members however, we ail took comfort in this shared 
experience. When we were joined by our facilitator i was looking forward to gaining a sense 
of direction but also dreaded being asked first. I have reflected that knowing the position of 
our facilitator on the course team may have made our first meeting an even more daunting 
prospect as the fear of assessment and negative evaluative kicked in. I was much less 
concerned about how the other group members might perceive me knowing that we were 
ail on an equal footing at the start.
i have wondered now how my feelings may echo those of clients coming into assessments 
perhaps not knowing what to expect and what may be expected of them? i hope that by 
being warm and open, as i experienced the group to be, i am able to put clients at ease.
This serves to remind me of the importance, for myself and others, of maintaining a 
collaborative and curious stance of 'safe uncertainty' (Mason, 1993) to work effectively not 
only with clients but in this group and in supervision.
Our relationship to change
The stage we were all at in the transformation that the course brought to our lives was 
reflected in our initial thoughts about 'the relationship to change', it has been a huge life 
change for many people aiso involving adjustments for their families and those around 
them. We had also just had a talk by the academic team emphasising our responsibility as 
future Clinical Psychologists to be leading changes, it was inspiring to me to be reminded of 
the reason for being on this course, though aiso a daunting prospect at such an early stage. 
My initial thoughts on how i view change directed me towards my previous work 
experiences with clients and possible aids and barriers to change, including internal and 
more environmental and organisational. Group discussions got me thinking about the wider 
context of our profession and the challenge of manoeuvring the way and adapting as 
changes happen ail around, socially, culturally, economically, poiiticaiiy. This has
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emphasised to me the need to maintain awareness of these factors throughout my work, 
whether with individuals, groups, teams and organisations.
Developing roles and forming ideas
Our facilitator helped to direct us towards our need to manage the group and assign roles. 
As I remained unsure of the task in itself I did not feel able to take on a leadership role 
straight away but volunteered to take minutes in order to take an active part in our first 
group meeting and because writing notes helps me to focus on and remember discussions. 
Over the course of the group meetings we each took turns to take on the roles of 'chair' 
and 'scribe', which seemed to work well in forming an equal and collaborative group. It also 
gave me the opportunity to take on different roles and gain experience of taking a lead 
which I might not otherwise do.
I found our initial brainstorming session really helpful in opening up my thoughts about the 
concept of change. We worked well at deciding common themes and setting our first tasks 
to explore these individually or in pairs, though I found this difficult as we had not set out 
guidelines about what exactly we were to do and I remained uncertain about the 
expectations for the presentation itself. This was a learning process for me in recognising 
my need to work with clear goals and guidelines. I have also learnt to apply this to my 
clinical practice through encouraging a clear and collaborative focus within therapy, as well 
as learning to manage when things are not so clear.
Coming together
Group members each came back with such a wealth of information and so many of their 
own ideas that forming a consensus led to some conflict and disagreement, the so-called 
'storming' stage, according to Tuckman's (1965) stages of group development. Over the 
coming weeks the 'norming' stage developed as we began to get to better know and 
support each other as individuals. This meant an element of compromise and flexibility in 
thinking in the approach to the task for some group members, myself included, who initially 
found the suggestion of a fun and informal presentation a challenge to our perceptions of 
what was necessary and what we valued in completing academic tasks. An important 
aspect that helped us to bond as a group and move forward with the task, I believe, was 
breaking down tasks so that we worked in smaller groups. The flexibility of this 'performing' 
stage, allowed us to each contribute our unique ideas before bringing the presentation 
together as a whole group effort.
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The presentation
Having thought about Clinical Psychologists as agents of change we decided to focus on the 
changing aspects within and around the profession overtime. This impacts not only on us 
but importantly service users and carers therefore we considered what change the future 
might bring for ail concerned. This brought the possibility of a number of views of the 
future; the future where Clinical Psychologists are involved in developing services are 
responsive to client and wider societai needs, or where automated generic 'therapies' are 
given to all? The question being which do we want to be part of? This was a dilemma we 
wanted to pose to our fellow trainees. We were keen to make our presentation engaging 
and to present our message exploring different perspectives including clinical psychologists, 
service users and carers, and the wider healthcare system. With a number of formats made 
available through the resources and skills in the group we were able to use forms of 
presentation that were new to me and fun to do such as video.
Though there were some difficulties with technology on the day, which we will certainly 
bear in mind for future presentations, it all came together in the end and we all reflected 
on how proud we were at what we had achieved. On seeing others' presentations I couid 
not help but compare and feel more uncertain about ours, particulariy when they were so 
different, not only in content, for example some were much more theory led, but format. 
Though this highlights to me just why groups are so valuable in bringing about such varied 
ideas, and also reflects my need at the time to feel comfort in wider group normsi Our 
presentation was well received and we had great feedback that it had got people thinking 
about the future of Clinical Psychology and our responsibility in directing it.
What we did seem to lack, and that we had not realised was necessary, was our reflections 
on the process as a group and how this related to theory. I think that this reflects how as 
individuals and as a group we were task and outcome focussed, perhaps as a result of the 
pressure we felt to do well on our first assignment. This is a learning curve for future group 
meetings and tasks and we have applied this by continually exploring how we feel the 
group is working and what we use it for. I think that this is still an ongoing iearning process 
and that perhaps i need to be aware as a group member of reminding others of the 
importance of a space for reflection should it become forgotten. Reflection not only on 
outcome but process, and doing so throughout, is also something I have been conscious of 
keeping at the forefront of my mind on my placement through supervision and with peers.
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For example being open and reflecting on feelings that arise in me within the therapeutic 
relationship, has allowed me to better understand and make decisions with clients about 
the course and appropriateness of therapy.
Diversity
The process of the task and getting to know our group helped me gain a greater 
appreciation of difference; for example in the way that people approach tasks, the 
individual experiences, opinions and values that they bring, and how this influences the 
group and its response. I was aware of number of areas of diversity that could potentially 
impact on the group and individuals, such as having only one male in the group, and having 
group members with physical and learning difficulties, however there have not yet been 
overt problems in these areas raised by the group. It may be that group members do not 
feel comfortable in perhaps isolating themselves as 'different'. The group response was to 
assist in adapting task assignments and roles for example. With the benefit of hindsight I 
wonder if this could have felt disempowering. Perhaps in future the group could allow more 
openness to these conversations by regularly discussing diversity, whether that is within 
the group, the wider group or in our practice. This emphasises to me the importance of 
being open about my position in relation to diversity whether with clients, colleagues or 
others, and asking people if and how they would like to manage this. I have since worked 
with clients where we have had for example differences in values and life experiences. 
Appreciating difference and wider perspectives has been a valuable learning that I am 
continuing to apply through supervision and reflection.
My role within the group
One of the things I value most in the cohort as a whole is hearing others' views. I find this 
helps me to reflect on my own, and where my knowledge or experience may be lacking for 
example it helps to broaden my thinking. I realise that I may often appear to take a step 
back in group settings and am conscious of still being viewed as an active member. When 
we were able to look back on this initial task I and other members of my PPLD noticed that 
our skills at remaining calm and maintaining perspective allows us to facilitate discussion 
and decision making, a skill that others have identified in me which i find valuable in clinical 
practice. I recognise, however, that as a Clinical Psychologist there are also times where it is 
important to be heard and feel able to hold strong views despite possible opposition. I view
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the group as a valuable learning space in which to increase my confidence in expressing and 
owning my views, which I also make efforts to do on placement such as in supervision.
Final reflections
I found the task itself highly valuable in bringing the group together. The topic is certainly 
one that will remain in my mind throughout my time on the course. Engaging in discussions 
about what change means, what influences change and what can be barriers to change has 
helped me to put my learning and development on the course into a wider context and 
think about what i can do now to steer the path as I continue. How I will mark my own way 
in the course of change within Clinical Psychology is perhaps yet to be seen. I found it hard 
at the start of this task in the early stages on the course to have the confidence to see in 
myself the skills and qualities to make a difference and be a leader. From my position now,
6 months into the course and the PPLD however, I feel more confident and inspired about 
the contribution I can make and my relationship to change.
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Introduction to the problem
Problem-based learning is a method widely used in professional education to encourage 
'constructive, self-directed, collaborative and contextual learning' (Dolman etal., 2005, 
p.732). Reflecting upon these processes forms an important part of this iearning. Here I 
will reflect on our group approach to the problem presented to us: 'How do we know if 
increasing Access to Psychological Therapies (IAPT) is working?'
lAPT is a Department of Health led programme designed to address the demand for 
psychological services for working-age adults due to the economic impact of mental 
health difficulties like anxiety and depression (Clark et al., 2009). Our task was to 
consider the effectiveness of lAPT. i will discuss our approach to answering this question 
by initially introducing the context of our group, which will include reflections on 
influences on group processes such as diversity and motivation. I will then consider how 
different members contributed to the group, and wiil provide a brief overview of our 
final approach to the problem. I aim to give my reflections on what I learnt from the task 
and the application to clinicai practice throughout, but will also provide a summary to 
end.
The group in context
This second PBL exercise brought together second and third years, therefore new 
people to meet and get to know. Being in different places in our training and 
experiences brought advantages as well as challenges. One aspect I noticed was 
differing levels of anxiety about the task at hand. My cohort was already facing the 
stressful task of handing in major research project (MRP) proposals and having MRP 
interviews. Some members of my group, myself included, went through difficult 
experiences in relation to this assignment and therefore were preoccupied with this, on 
top of other commitments and changes that came with having just started our second 
year of training. I certainly felt that many things, such as my placement, felt uncertain, 
unknown and daunting.
A level of uncertainty can be productive as it keeps views and discussions open and 
evoiving, as Mason (1993) identified in his concept of 'safe uncertainty' within 
therapeutic relationships, in starting a piacement where I felt I had no experience, I 
became more aware of how uncertainty can feel disempowering, which highiights to me 
my role in facilitating a sense of 'safety' through collaboration, shared goals, and
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viewing clients as experts of their experiences. NHS teams and services, which are 
continually changing with new initiatives such as lAPT, can also leave people feeling 
unsure of where they fit in. Stress and uncertainty may impact on team cohesiveness 
and morale, which made us think about the impact of lAPT on staff just as we thought 
about the impact on us in this task.
Commitment to the task
From the start one of the main difficulties we faced was finding the time to actually 
meet as a group. Not only were there university commitments to negotiate, but 
personal factors including the amount of travel required for some, and two members 
were mothers and therefore there were times when they could not meet us if changes 
were made without enough notice.
Discussing our feelings about and expectations of the task and our approach to it helped 
us to co-construct goals and structure (Dolmans et al., 2005), which the literature 
suggests can promote group cohesion (Meyers, 1997). One of the third years in our 
group, having compieted this task before as a second year, helped to remind us of our 
common goal and need to achieve an outcome, i found that having our difficulties 
validated and also hearing reflections from those who are further in their training 
seemed to echo the containment of a supervisory relationship and remind me of the 
increasing skills in these roles that we are developing and that i hope to take on. in 
clinical practice i have seen the value of enabling reflection both on direct clinical 
practice and wider team issues for other professionals, for example through reflective 
groups, therefore this PBL exercise highiighted the wider positions Clinical Psychologists 
can take in services beyond that of therapist. It also provided us with experiences of 
team working that can parallel some of the dilemmas in multi-disciplinary teams such as 
conflicts of opinion and different ways of working.
Group structure and roles
I have found from experiences both on placement and through groups on training that 
providing some sense of structure and purpose can alleviate some of the anxieties 
groups can contain. For example in the reflective group that i have been part of on my 
current placement, staff initially expressed uncertainty at what they would gain from 
the group until they understood and experienced the function, after which they
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reflected on the value of having a space to give more thinking to clients than they would 
normally have.
Though in the current group we did not formally organise ourselves or designate roles it 
seemed that these naturally emerged. For example we agreed that it was too much 
extra work to scribe and take notes for each meeting or to assign a chair, but some 
members chose at times to use these roles to structure their thinking and learning. It 
seemed that some of the third years took on leadership and facilitative roles from the 
start, indicated by factors such as facilitating meetings (along with others, myself 
included at times), making decisions, and dominating group discussions (Keyton & Beck, 
2008). This may have been influenced by the groups not being facilitated by a member 
of the course team, which necessitated greater self-directed learning.
Individual contributions seemed variable between group members depending upon 
motivation (Dolmans etal., 2005), as well as confidence and other factors. Without 
specific roles assigned within the group (whether by the group or internally), some 
members had less active roles. Only towards the end of the task were clearly assigned 
tasks given in which we were each responsible for our part in the presentation, though it 
was clear from one of our evaluators' comments that the disparity among roles and 
responsibilities was apparent. This can reflect difficulties that occur in clinical teams 
where members' roles and experiences may not be clearly understood or valued and 
there is increasing pressure to evidence outcomes and targets. One of our main 
concerns about lAPT therefore, was how the evaluative focus may narrow service 
delivery and choice both for service users and staff. We did not think that I APT yet 
addressed the diverse needs of our population, such as reaching black and ethnic 
minority groups, older adults, and those with more complex presentations and co­
morbidities for whom perhaps CBT is not as appropriate. I think it is also important to 
consider diversity within our group context as potential representatives of lAPT users.
Valuing diversity in the group
The need to be aware of the impact of different ways people manage themselves in a 
group and ensuring inclusiveness was highlighted to me through this PBL experience. 
One of the reasons individuals may make less effort is if they do not view their 
contribution as required for group success, particularly as it is not possible to clearly 
identify each group members' contribution (Meyers, 1997). This seemed to happen
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when absences of members and lack of time to catch up meant that unfortunately some 
people felt behind in the tasks assigned, left out or that they did not have as much to 
contribute. Having prior experience may have helped some of the group members feel 
more confident in taking more active roles within the group. For example I had some 
awareness of lAPT having worked in a primary care team that was moving to I APT, one 
of the third years had previously done an essay on lAPT, and another person from our 
cohort had worked in an lAPT service, therefore we could draw on different resources, 
including people's own experiences as well as documentation. However it may also 
have meant that we potentially marginalised those without this.
Though knowledge and learning from others is a key value of group work (Meyers,
1997), there is also value in acknowledging and making use of diversity. This can be 
encouraged through open discussions of diversity within groups; however I did not feel 
that we were able to form a cohesive and safe enough group to enable us to embrace 
difference, given the limits of a group task we were being evaluated on. This parallels 
the experience of many clinical teams in the NHS with evaluative pressures. It has made 
me more aware of this issue for future groups and team working, not only to consider 
obvious differences such as gender, differences in learning, but also 'deep level' 
diversity characteristics such as values, personality and attitudes, which tend to be less 
noticeable and may only emerge over time but can still have an influence (Rink & 
Ellemers, 2009).
Learning from the task -  building critical skills
Many of our group reflected at the end of this exercise, myself included, that despite 
varying opinions about lAPT, completing this task had broadened our understanding of 
it instead of being all critical. For example Clark et al. (2009) make broad statements 
about effectiveness from their evaluations but closer inspection revealed lack of follow- 
up, lack of consistency across sites both in delivery of therapy and its evaluation, and 
the use of screening measures to evaluate health outcomes. We appreciated that the 
service represents an attempt to address a widespread problem but recognised that 
there remain problems to be addressed.
We therefore chose to present the problem from different perspectives, including those 
involved in initiating and rolling out I APT, those working in I APT, those served and 
perhaps not served by I APT, and those with an interest in its evaluation, such as
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psychotherapists. We wanted to highlight that evaluation should be meaningful for 
those lAPT is aimed at helping but instead seems to perpetuate a medical rather than 
recovery oriented approach. For example there is an emphasis on specific therapies, 
namely CBT, and specific disorders, anxiety and depression. This exercise therefore 
served to remind me of the tensions inherent in our work in the NHS between personal 
and professional values and ways of working and organisational and team approaches 
and the need to maintain a stance of critical evaluation.
Final Reflections
As mentioned above, this exercise increased my awareness of service development and 
helped me to think about the impact of evaluation from different perspectives, including 
how and why government and health organisation decisions are made, and considering 
the impact on and views of service users and carers. Our presentation also highlighted 
that staff bear the brunt of changes yet do not seem to form part of evaluations (e.g. 
staff satisfaction). As trainees, from my own experience, we may not always be fully 
immersed in and contribute to team dynamics and developments and therefore may 
not feel these pressures, but this has highlighted the importance of being aware of 
these issues and the potential role psychologists can play. For example, problem-based 
learning opportunities are increasingly being used in clinical teams e.g. through case 
discussion and reflection groups as there is greater awareness of assisting staff to reflect 
on their work (Thorndycraft & McCabe, 2008).
Working in this group has increased my understanding of group processes and factors 
contributing to productivity, e.g. how clear task structure and expectations, evaluation, 
role assignment or ensuring individuals are aware of the need for their unique 
contributions (Meyers, 1997) can influence how we interact in teams. I noticed the 
influences on my own contributions to the group, such as lack of clarity of roles and 
tasks initially making me feel unsure about how to find a group solution, but overall I 
found that I was more confident about what I could contribute than in previous groups. I 
am also more confident in my ability to take on more active roles in my clinical work, 
e.g. giving case presentations to my current team, and hope to build on this to take on 
broader roles such as consultation in the future.
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Year 1 
September 2009
Personal and Professional Development Group Process Account 
Summary
In this account I reflect on my view of how the personal and professional learning and 
development group (PPLDG) has changed and changed me, by considering the group 
development in relation to the wider context of group organisation (the course and 
placements), the whole group phenomena, interactional events between members, and 
individual intra-psychic processes. I firstly describe how we came to use the group, 
including the tasks involved such as case presentations and the use of reflecting teams, 
how this was influenced and influenced us. These tasks highlighted important group 
processes, including the need to adapt communication styles in larger groups and the 
difficulties in including all group members, in which I refer to relevant theory. I viewed 
the group as developing in its learning as a whole and contributing to my own personal 
and professional development over time. I examine the role of the group facilitator and 
more dominant group members in this development as well as my own role in the 
growth of the group. Important content and processes that arose in the PPD group are 
applied to my own and others' experiences and understanding of clinical practice 
through examples and links to literature on groups. Finally, I conclude by considering the 
future direction of the group; what I gained and would like to gain, and learning points 
and strengths following our first year together.
Word count: 227
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Year 2 
July 2010
Personal and Professional Development Group Process Account 
Summary
In this account I reflect on my view of how the Personal and Professional and 
Development (PPD) group, and I (in and out of the group) have changed by considering 
developments in group process and content, mine and others' roies in the group, and 
how this has influenced my clinical practice. I describe the processes of negotiating the 
function and structure of the group and in particular I focus on the key role I believe our 
new facilitator played in this development. Using the group in a less formal and more 
reflective way I felt that we were able to take greater responsibility for the group and to 
therefore feel able to be more personal. The challenges highlighted by these group 
processes, such as the inconsistency in attendance at the group, are discussed in relation 
to the impact on understanding interpersonal processes in clinical practice. For example, 
it has highlighted to me the value of encouraging shared ownership in groups and teams.
I reflect upon how theory about therapy groups and their value in providing a place for 
personal growth and self-exploration, seems applicable to this group context and can be 
considered in our clinical work with teams and with individuals. I view my increasing 
participation in the group within my own personal and professional development, 
alongside that of other members of the group. Finally, I consider the influence of the 
above factors on the ability to continue to use the group to meet our needs in the coming 
year.
Word count: 250
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Overview of Clinical Experience 
Adult Mental Health Placement
This placement was based in a Primary Community Mental Health Team, in which referrals 
were received from G P's and other services.
Clinical work with individuals: I provided Cognitive Behavioural assessment and 
intervention to individuals with a range of difficulties, including chronic and recurrent 
depression, anxiety; including panic disorder and Post Traumatic Stress Disorder (PTSD), 
psychosis. Obsessive Compulsive Disorder (CCD), Body Dysmorphia, low self-esteem, health 
difficulties, personality disorder traits (including Borderline Personality Disorder) and eating 
difficulties (binge eating). I completed two neuropsychological assessments examining 
memory difficulties in the context of mental health, including adult ADHD. 
Teaching/Presentations: i presented the results of my SRRP in a team meeting. The results 
were also fed back to the locality manager, who took them to a governance meeting. 
Service Evaluation: I evaluated the results of service evaluation questionnaires that had 
been collected from clients over a year and a half, providing a report to the team manager.
Child and Adolescent Mental Health Placement
This placement took place in a muiti-disciplinary Child and Adolescent Mental Health 
Service (CAMHS) at Tier 3.
Clinical work with individuals and families: I provided assessment and intervention to 
young people from age 7 to 16, with difficulties including; simple phobias (dog phobia 
involving graded exposure), anxiety (including OCD), depression, suicidality, school refusal, 
anger, body image and low self-esteem. Assessment and intervention was from an 
integrative perspective, drawing from CBT, psychodynamic (particularly attachment 
theory), and systemic models, with close involvement of family members. I was also able to 
observe two family therapy sessions took part in discussions of these families. I completed 
three neuropsychological assessments, in ail cases including assessment for Autistic 
Spectrum Disorder (ASD). I was also fortunate to be part of a new staff reflective group set 
up by the Child Psychotherapist.
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Teaching/Presentations: I gave a clinical case presentation at a staff reflective group. I 
aiso presented a case at an OCD Special Interest Group looking at issues in the overlap of 
OCD and Asperger's Syndrome symptoms.
Older Adults Placement
This placement was set in a Clinical Psychology for Physical Rehabilitation setting, providing 
services across both inpatient and outpatient settings.
Clinical work with individuais: I provided assessment and intervention to clients from age 
65 to 90, with presenting difficulties including depression, anxiety, fear of falling, often in 
the context of ill health such as stroke, and Parkinson's Disease. This was from a cognitive 
behavioural/rationai emotive behaviour therapy framework. Group supervision was 
provided with other trainees alongside individual supervision.
Group work: I completed a 6 session weekly Reminiscence Group at an Alzheimer's Society 
day centre with 5 clients, supported by a staff member. Sessions were structured around 
encouraging elicitation and discussion of memories from across the lifespan. The group was 
evaluated according to weekly observations by me and the staff members. 
Teaching/Training/Presentations: I completed a 2 hour training session on 'screening for 
anxiety and depression following stroke: a community protocol' to Occupational Therapists. 
This included collating feedback and data from the training.
Service evaluation/audit: I and a fellow trainee completed an audit of the use of the 
above-mentioned screening protocol in the OT department.
Learning Disabilities Placement
This placement was based at a multi-disciplinary Community Learning Disabilities Team 
(CLDT).
Clinical work with individuais: I provided assessment and intervention to adults from 24 to 
51, with varying levels of learning disability. Autism Spectrum Disorder, and some with 
physical disability. Presenting problems were anxiety, depression, grief, trauma, and 
interpersonal difficulties. Four clients were seen for therapy using Cognitive Analytic 
Therapy (CAT) (my supervisor being CAT trained). Much of the work within this service 
involved liaison and/or joint work with other professionals in the team and outside of the 
team, such as social workers, care workers, and relatives. I completed five psychometric 
assessments, including two assessments of learning disability in the context of safeguarding
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vulnerable adults due to potential financial exploitation, and one as part of a parenting 
capacity assessment in collaboration with Social Services. Routine dementia assessments 
were also completed, involving clinical testing of clients and interviews with carers.
Teaching/Presentations: Cases were presented at monthly systemic supervision. I also 
provided dementia in Down's Syndrome training to residential care staff.
Advanced Competencies Placement -  Psvchodvnamic Psychotherapy
This placement was based in an outpatient Psychotherapy Department providing 
assessment and individual and group therapy, including art therapy, drama therapy and 
music therapy.
Clinical work with individuals: I saw one long-term (up to 40 sessions) client for individual 
therapy weekly for 50 minutes. A second client attended four sessions and later dropped 
out of therapy. Verbatim notes were taken of each therapy session and discussed in a 
weekly supervision group consisting of my supervisor, a fellow trainee clinical psychologist, 
and two psychotherapy trainees. This involved reflecting on issues that arose, such as 
transference and counter-transference, defences being enacted and possible ways of 
working with this. I also observed and independently undertook a number of assessments, 
taking detailed history from clients, assessing the suitability for psychodynamic treatment, 
and making treatment plans, including communicating formulations to clients.
Group work: I joined an analytic group that had been running for 3 months, facilitated by a 
Senior House Officer in Psychiatry. The group consisted of 4 women and 3 men between 
the ages of 27 and 55 with various presenting difficulties including depression, anxiety and 
personality disorder. The group met weekly for 1 >4 hours. As co-facilitator I took a role in 
making reflections and interpretations within the group. Verbatim notes were written and 
shared in weekly group supervision for 1 34 hours, led by the Consultant Psychiatrist and 
Psychotherapist. Other groups at the department included an Introductory Group, a 
'complex patients group' and a group for young adults (18-30). The locality also funded the 
Service User Network, a peer support group service for people with personality disorder, 
which I found out about through attending a presentation.
Presentations/teaching/training: I organised a department study morning alongside a 
fellow trainee, where I presented on Psychodynamic Approaches to OCD. I also had the 
opportunity to facilitate a Junior Doctors Case Discussion Group fortnightly for 7 months, 
assisting them to reflect personally and professionally on their work.
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Year 1
April 2009
Adult Mental Health Case Report 1 
Summary
Background: This case report presents assessment and intervention with Mary, a female in 
her fifties presenting with recurrent depression in a Primary Community Mental Health 
Team (PCMHT).
Assessment and formulation: I conducted two assessment sessions with my supervisor, 
including an assessment of risk. Symptoms of depression and anxiety were found to be 
triggered by recent injury and loss of employment, among other factors. The onset and 
maintenance of symptoms were understood from a cognitive behavioural perspective to 
arise from negative core beliefs and conditional assumptions that developed from adverse 
experiences in childhood and became reactivated by recent stressful life events. Mary 
highlighted a number of specific short-term goals, therefore through discussion with the 
client, my supervisor and with reference to national guidelines, cognitive behavioural 
therapy (CBT) was considered the most appropriate intervention, alongside Mary's 
established pharmacological treatment.
Intervention: The process and content of 13 (out of a planned total of 16) individual 
sessions of CBT are described, including reference to and discussion of specific methods 
used. Evaluation of the work so far, according to Mary's self-report and feedback, 
suggested some positive progress towards goals and the development of a strong 
therapeutic relationship.
Outcomes and critical evaluation: As the work remained incomplete at the time of writing, 
the report discusses plans for remaining sessions, including further evaluation and the 
consideration of further intervention. Finally, I reflect on the impact of this work on Mary 
and myself, the challenges that were presented, learning points that were raised and 
possible criticisms and limitations.
Word count: 250
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Year 1
September 2009
Adult Mental Health Case Report 2
Summary
Background: This report is a neuropsychological assessment of Mrs Gill Williams, a woman 
in her forties presenting to the Primary Community Mental Health Team (PCMHT) with 
concerns about memory.
Assessment and formulation: From interview, background information regarding Mrs 
Williams' personal, medical and psychiatric history is considered in the context of the 
presenting problem, which includes a diagnosis of Attention Deficit Disorder (ADD), past 
significant head injury, a long history of anxiety and low mood, and previous abusive 
relationships and traumatic experiences leading to a possible diagnosis of Borderline 
Personality Disorder (BPD). A literature review led to the hypothesis that Mrs Williams 
would present with a neuropsychological profile consistent with ADD and head injury: 
declarative and working memory problems, lowered Verbal IQ and processing speed, and 
social and emotional difficulties.
Results: Psychometric testing results are presented, indicating average cognitive abilities 
with no clear indication of memory problems. The hypothesis was therefore not supported 
in full. Emotional and social difficulties were however evidenced, in particular anxiety and 
interpersonal sensitivity.
Conclusion and critical evaluation: The results and implications of testing are discussed. In 
particular the potential impact of early developmental difficulties and current social 
circumstances are considered on Mrs Williams' current functioning. Finally, I reflect on the 
process and outcome of the assessment and present critiques including the potential 
limitations of neuropsychological testing.
Word count: 220
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Year 2
April 2010
Child and Families Case Report 3
Summary
Background: This report outlines cognitive behavioural assessment and intervention with 
Mark, a 12 year-old male referred to the Child and Adolescent Mental Health Service 
(CAMHS) for help with symptoms of obsessive compulsive disorder.
Assessment and formulation: Interview was completed with Mark and his mother, 
including a social and developmental history, details of the current problem, and data from 
questionnaires completed at assessment. A cognitive behavioural formulation identified 
possible genetic and temperamental vulnerability to anxiety, precipitating factors leading to 
the development of OCD, and maintaining factors including cognitive attributions, overt 
and covert neutralising behaviours (compulsions), reassurance-seeking and avoidance.
Intervention: Treatment plans aimed to address the above maintenance factors using 
behavioural and cognitive principles, including exposure-response prevention. I describe 5 
individual treatment sessions conducted with Mark (including strategies such as 
externalising and reframing OCD), as well as discussing the involvement of Mark's mother 
in these sessions. Further information gained from Mark's mother and use of supervision 
and case discussion allowed me to reformulate considering potential systemic and 
psychodynamic factors, such as attachment difficulties. This led to a greater focus on 
support for Mark's mother since Mark remained ambivalent about making changes to his 
rituals.
Outcomes and critical evaluation: Outcome information is based on questionnaire data 
and verbal feedback, which informed the handover to the next clinician involved in Mark's 
care. In my final reflections I consider the issues raised by this work from the perspective of 
my own development and the dilemmas faced in working with young people, such as 
involving parents.
Word count: 250
61
Year 2 
October 2010 
Older Adults Oral Case Report 
Summary
Background: I present my work with Mrs Alison Smith, a married White British woman in her 
early eighties, referred by her consultant for depression following a stroke.
Assessment and initial intervention: Mrs Smith indicated frustration and low mood due to 
reduced mobility, reduced social contact, and increasing dependence on her husband. Initial 
sessions, at her home, involved cognitive and behavioural approaches; exploring her negative 
judgements of herself, others, and the future, as well as aiming to increase activity. However, 
setbacks, including falls, worsened her depression. A risk assessment confirmed high levels of 
hopelessness and depression. This prompted reformulating and reconsidering the 
therapeutic approach.
Reformulation and further intervention: Mrs Smith's unresolved feelings of guilt and regret 
in relation to past experiences and relationships, emerged. Life review, or integrative 
reminiscence, has been used successfully with older adults with depression, encouraging 
problem-solving and/or identity-forming by integrating both positive and negative life 
experiences. Therefore the decision was made with my supervisor, and with Mrs Smith, to 
attend to these issues. The final four sessions were spent guiding Mrs Smith to review from 
childhood to present, giving her the time and space to explore both positive and more 
difficult experiences.
Outcomes and critical evaluation: Mrs Smith's mood improved and she seemed more able to 
consider alternative stories and more positive attitudes towards herself and others. 
Depression lowered according to the HADS to borderline level and she reported feeling less 
hopeless. I reflect on learning points such as the importance of paying attention to endings.
Word count: 249
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Year 3 
May 2011
Learning Disabilities Case Report 5
Summary
Background: This report outlines assessment and intervention with Sarah, a single White 
British woman in her early twenties with Spina Bifida and learning difficulties living in 
supported shared residence, referred for therapy for depression. Background information is 
given suggesting the source of emotional difficulties for Sarah as her early experiences of 
abuse from her dad and ongoing turbulent and distant relationship with her family.
Assessment and formulation: The assessment from a cognitive analytic therapy (CAT) 
perspective focuses on paying attention to the patterns of relating to others. The initial 
formulation explains that patterns such as submissiveness to others and avoidance of her 
emotions have developed as coping strategies for Sarah but now block her ability to form 
close relationships with others in which her needs can be met. I reflect also on systemic 
factors and diversity issues including the role of disability.
Intervention: Sarah's ambivalence about engaging with me is discussed in relation to her 
wish for ideal care and fear of rejection, a pattern repeated with staff. The start of therapy 
and use of CAT tools such as diagrams and therapeutic letters is described.
Outcomes and critical evaluation: I reflect on potential factors contributing to Sarah's 
disengagement after a total of 8 sessions (assessment and therapy). Learning points include 
the need to be more active as a therapist to provide structure and containment to clients 
such as Sarah who often live with much uncertainty and inconsistency, environmentally, 
emotionally and relationally, and the importance of invoiving staff.
Word count: 247
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Research Log Checklist
1 Formulating and testing hypotheses and research questions
2 Carrying out a structured literature search using information technology and 
literature search tools
y
3 Critically reviewing relevant literature and evaluating research methods y
4 Formulating specific research questions y
5 Writing brief research proposals y
6 Writing detailed research proposals/protocols y
7 Considering issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly
y
8 Obtaining approval from a research ethics committee y
9 Obtaining appropriate supervision for research y
10 Obtaining appropriate collaboration for research y
11 Collecting data from research participants y
12 Choosing appropriate design for research questions y
13 Writing patient information and consent forms y
14 Devising and administering questionnaires y
15 Negotiating access to study participants in applied NHS settings NA
16 Setting up a data file y
17 Conducting statistical data analysis using SPSS y
18 Choosing appropriate statistical analyses y
19 Preparing quantitative data for analysis y
20 Choosing appropriate quantitative data analysis y
21 Summarising results in figures and tables y
22 Conducting semi-structured interviews y
23 Transcribing and analysing interview data using qualitative methods y
24 Choosing appropriate qualitative analyses y
25 Interpreting results from quantitative and qualitative data analysis y
26 Presenting research findings in a variety of contexts y
27 Producing a written report on a research project y
28 Defending own research decisions and analyses y
29 Submitting research reports for publication in peer-reviewed journals or edited 
book
y
30 Applying research findings to clinical practice NA
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Service Related Research Project
Safeguarding Children in Community Adult Mental 
Health Teams: an audit of staff attitudes, 
knowledge and use of supports
Year 1 
July 2009
Word count: 2950
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Abstract
Objective: Investigate how clinical staff in adult mental health services consider and make 
decisions about safeguarding children in their practice, inciuding whether they feei abie to 
use supervision to discuss such issues and whether supervisors themseives feei skiiled 
enough in this area.
Design: Cross-sectionai survey using self-report questionnaires.
Setting: Aduit mentai heaith services within East Surrey; Primary Community Mentai 
Health Teams (PCMHTs), Continuing Needs Service (CNS), Crisis Assessment Team (CAT), 
and Assertive Outreach Team (ACT).
Participants: Ciinicai staff with direct ciient contact, inciuding sociai workers, occupational 
therapists, psychoiogists, psychiatrists, nurses and support workers.
Main Outcome Measures:
• Frequencies of staff responses to attitudinai scaies relating to safeguarding chiidren 
and the use of supervision.
• Frequencies of responses of supervisors to attitudinai scaies reiating to supervision of 
safeguarding children.
Results: The majority of adult mental health staff who participated indicated positive 
attitudes and practices towards safeguarding chiidren and feit abie to use supervision 
effectiveiy to support decision-making. Supervisors themseives overall felt trained and 
skiiied to deai with safeguarding issues. Further outcomes regarding training and 
supervision are discussed.
Conclusions: It seems that most staff in these community settings report awareness the 
needs of chiidren in their ciinicai work, repiicating previous research. Some variability in 
training, attitudes and practices suggests the need for further audit and evaiuation in this 
area.
Acknowledgements: I would like to thank my university and field supervisors for their 
ongoing support and in particular my thanks to the staff teams involved in providing both 
the data and the consuitation on this project.
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Introduction
Safeguarding children has become a high priority both nationaily and iocaiiy after a number 
of serious case reviews involving vuinerabie chiidren, which has impiications for practice, 
training and service deiivery (Brandon etal., 2005). A 'Chiid in Need' is defined as a person 
under the age of 18 who is uniikely to achieve or maintain a reasonabie standard of health 
or development without iocai authority services, whose heaith or development is iikely to 
be significantiy impaired or further impaired without the provision of such services, or is 
disabled (The Children Act, 1989, Section 17/10, from www.surreycc.gov.uk/sccwebsite). 
Much of the iiterature avaiiable has focused on the role of children's services, but 
increasing emphasis has recently been placed on the link with mental health services and 
the chalienge of multi-agency collaboration and communication (Staniey et ai., 2003).
Lord Laming (in Department for Children, Schools and Families, May 2009) recently 
emphasised the need to improve the chiid-focus of aii services. This inciudes aduit mentai 
heaith services need to consider service users in context and be aware of the possibie 
impact of parentai mentai heaith on chiidren (Slack & Webber, 2007). For example 
screening children of parents with mentai health problems, parents who are using drugs 
and aicohol, parents who are in psychiatric inpatient care (particulariy those whose children 
visit wards), where chiidren may act as carers and where there may be domestic abuse, aii 
of which may piace children in vuinerabie situations with the potentiai for abuse and 
negiect (SSCB, 2008). Incorporation of different areas of expertise in assessment of risk is 
therefore seen as vital, but professional insularity often presents a barrier (Brandon et ai., 
2005). Slack & Webber (2007) point to documented iack of attention to the needs of 
children and to even recognise and record their presence in adult services. 
Recommendations for practice have therefore been made so that that service users famiiy 
systems are recorded, for example via genograms, to encourage practitioners to think 
about the famiiy and not just the individuai (Reder & Duncan, 1997).
Numerous guidance and poiicy documents have been deveioped to improve professionai 
practice. For exampie, safeguarding chiidren has become a mandatory eiement of the 
training of aii health workers to promote the welfare of children (Appleton & Stanley,
2008). Audit is necessary for monitoring of organisations' impiementation of chiid 
protection poiicies, such as training, as required under the Chiidren's Act 2004 (Appieton & 
Staniey, 2008). Training, attitudes and practices have been found to differ between 
professions. Knowiedge is key to good decision-making and many mentai health workers
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have reported not feeling skiiied or trained enough to assess chiidren's needs and therefore 
do not see it as their roie (Siack & Webber, 2008).
in aduit mentai heaith an important aspect of ensuring best practice in safeguarding 
chiidren is that aii ciinicai staff are not only adequately trained but that they have reguiar 
supervision where they can reflect on their practice and discuss possible safeguarding 
chiidren issues shouid they arise. The importance for monitoring, evaiuating and recording 
of supervision has been highiighted by recent case reviews (Ofsted, 2008). Brandon et al 
(2005) for example noted inadequate or absent supervision in haif of the serious case 
reviews studied. Lord iaming has recommended guideiines be estabiished on guaranteed 
supervision time (though the particular emphasis was on sociai workers and those in child 
and families work).
As indicated above, there has been much focus on developing, implementing and reviewing 
safeguarding chiidren poiicies and guideiines but iittie research on staff attitudes and 
practices in the use of these (Siack & Webber, 2007). This therefore represented a need 
within the current service. The cali for greater understanding of staff attitudes, knowiedge, 
skiils and support in understanding their roie in safeguarding chiidren had been identified 
by the service lead as a result of a number of serious case reviews in relation to 
safeguarding chiidren. Audit was chosen to investigate this area because, as Reder & 
Duncan (1999) point out, it can be a heipful tool to identify patterns, review current 
attitudes and customs, highiight concerns and inform services and promote change.
Aims and Objectives
In response to the standards set by Surrey Safeguarding Chiidren Board (SSCB, 2008) for 
routine audit and evaluation, the aim of this study was to investigate attitudes and 
practices towards safeguarding children in aduit mentai health services. The objectives 
were therefore to examine staff awareness, knowiedge and use of safeguarding chiidren 
procedures, within which there was a focus on understanding of the use of supervision in 
making decisions about safeguarding chiidren, and whether supervisors themselves feel 
equipped to aid this decision-making.
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Method
Design
A cross-sectional survey was conducted using self-report audit questionnaires (see 
Appendix A). The questionnaire was deveioped through consultation with and feedback 
from the Safeguarding Chiidren Named Nurse and iocai team managers. This process 
consisted of identifying key ciosed questions designed to eiicit staff knowiedge and use of 
safeguarding procedures. Basic demographic information such as age, sex, job title, and 
service (e.g. PCMHT or AOT) was included, as were closed information questions regarding 
whether they had received training for exampie. In order to examine staff attitudes 
towards supervision in reiation to safeguarding chiidren a set of statements was deveioped 
with Likert-type response scaies.
Population
The setting of the study was aduit mentai heaith services in the East Surrey iocaiity, 
primariiy Primary Community Mentai Health Teams (PCMHT), though the sample also 
included Crisis, Continuing Needs Service (CNS) and Assertive Outreach Teams (AOT). 
Participants were clinical staff whose work involves direct contact with adult service users. 
This inciuded sociai workers, psychiatrists, psychoiogists, nurses, occupationai therapists 
and support workers.
Procedure
Questionnaire's aiong with a covering letter explaining the aims of the audit were posted to 
the team managers of each PCMHT/service for distribution to ciinicai staff and return via 
post. A totai of six services and approximately 90 questionnaires were sent. Questionnaires 
were assigned identification numbers on return in an effort to ensure anonymity; however, 
asking job titie and service may have made peopie more identifiabie and therefore 
reluctant to respond at all or to respond honestly. Generalisability may be affected 
therefore by bias in the staff who were availabie and chose to compiete the questionnaires 
at the time of this study.
70
Results
A total of 45 questionnaires were returned for anaiysis, a response rate of haif. The 
majority (88%, n=38) were received from PCMHTs, 5% (n=2) from CAT, 5% (n=2) from CNS, 
and 2% (n=l) from AOT. Respondents were predominantiy femaie (88%, n=38) with an 
average age of 44 years.
As tabie 1 shows, the majority of staff across services and professions (82%, n=37) indicated 
that had received training on safeguarding chiidren. For 27% (n=8) of those who 
responded, however, they reported that their iast training occurred three or more years 
ago (this was an approximation by participants however, and has not been confirmed by 
training records) and 15 (33%) did not know when their last training was. When asked if 
they knew who the 'Link person' for safeguarding chiidren on their team was, 73% (n=32) of 
staff responded 'yes' (though whether they knew correctiy was not tested).
Table 1: Summary of descriptive informatior)
Profession Total
N
N who 
have had 
training in 
Safeguard! 
ng
Children
Nwho 
know 
who Link 
Person is
N who have 
raised a 
Safeguarding 
Children issue
N who discuss 
Safeguarding 
Children in 
supervision
Nwho
record
supervision
discussions
in client
notes
Mental 17 17 14 11 14 9
Health Nurse
Practitioner
(MHNP)
(38%) (100%) (82%) (65%) (82%) (53%)
Mental 7 5 5 5 6 2
Health Social
Worker
(MHSW)
(16%) (71%) (71%) (83%) (86%) (29%)
Psychologist 5
(11%)
3
(60%)
2
(40%)
1
(20%)
3
(60%)
0
(0%)
Support, Time 5 2 1 1 2 0
& Recovery 
(STR) Worker
(11%) (67%) (50%) (50%) (67%) (0%)
Occupational 3 3 4 4 5 2
Therapist (OT) (7%) (60%) (80%) (80%) (100%) (40%)
Community 3 2 2 2 1 1
Support 
Worker (CSW)
(7%) (67%) (67%) (100%) (100%) (33%)
Psychiatrist 2
(4%)
2
(100%)
1
(50%)
1
(50%)
2
(100%)
2
(100%)
Community 2 2 2 0 2 1
Psychiatric 
Nurse (CPN)
(4%) (100%) (100%) (0%) (100%) (50%)
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Over half (62%, n=26) of staff overall indicated that they had raised a safeguarding chiidren 
issue in the last year. At least one person in all professionals sampled (besides CRN's) had 
come across a safeguarding issue, and as table 1 indicates this occurred more frequently 
amongst CSWs, MHSWs, and OTs. Of those who raised a safeguarding issue, only 8% (n=2) 
first spoke to the link person as a source of support and advice. The majority (67%, n=16) 
reported turning for support in the first instance to their line manager or service 
iead/manager.
Ail staff reported that they receive individuai ciinicai supervision, for the majority (73%, 
n=33) this apparently takes place monthly. Almost all staff (84%, n=36) reported specifically 
discussing safeguarding chiidren in supervision, though only 40% (n=18) of staff surveyed 
overall record their supervision discussions and action points in ciient notes, with table 1 
indicating variability in this practice among professions.
investigation of staff's attitude towards protecting children in adult mental health settings 
is displayed in tabie 2. There appears to be an overall positive attitude towards staff 
responsibility and practices in relation to safeguarding children. Spearman's correlations of 
this data indicated that whether staff feit it was their responsibility to assess chiidren 
(statement 1) was significantly related to whether they recorded whether client's have 
chiidren (statement 2) (r=.316, n=44, p=.037, 2-taiied). Recording of chiidren was also 
significantly related to staff confidence in identifying safeguarding chiidren issues 
(statement 3) (r=.319, n=44,p=.035, 2-tailed), staff confidence was significantiy related to 
discussing safeguarding chiidren in supervision (statement 4) (r=.526, n=45, p=.000), and 
discussion in supervision was significantiy related to whether staff feit their supervisors 
would be helpful in their decision making (statement 5) (r=.617, n=45, p=.000, 2-taiied).
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Table 2: Frequencies o f staff responses to statements 1-5
Response Statement 1: Statement 2: Statement 3: Statement 4: Statement 5:
It is my When 1 Ifeel / am/would Ifeel my
responsibility assess confident in be abie to supervisor
to assess the clients 1 being able to discuss is/would be
welfare of always ask identify a concerns able to help
children if my about and possible 'Child about child me make
client is a record in Need'/ welfare in decisions
parent or has details of safeguarding supervision around
access to young chiidren issue. safeguarding
children children in 
the family
children
Strongly 43% 43% 36% 60% 56%
Agree
(n=19) (n=19) (n=16) (n=27) (n=25)
Agree 27% 39% 58% 40% 38%
(n=12) (n=17) (n=26) (n=18) (n=17)
Unsure 9% 16% 7% - 4%
(n=4) (n=7) (n=3) (n=2)
Disagree 14%
(n=6)
2%
(n=l)
2%
(n=l)
Strongly 7% - - - -
Disagree
(n=3)
Of the mental health professionals surveyed, 41% (n=17) indicated that they provide 
supervision to colleagues, supervising 3 peopie on average, with 19% (n=3) specifically 
supervising safeguarding children cases. Seventy one percent (n=12) of supervisors 
reported having had some form of supervisor training. A summary of supervisors' attitudes 
and practices towards safeguarding chiidren is provided below.
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Table 3: Frequency o f supervisor responses to statements 6-10
Response Statement
6:
Ifeel
adequately 
trained to 
discuss 
safeguardin 
g children 
issues with 
supervisees
Statement 7:
/ know how 
to respond 
should a 
supervisee 
or other 
raise a 
possible 
safeguardin 
g children 
matter
Statement
8:
/ regularly 
monitor 
supervisee 
s
awareness
and
assessment 
of child 
welfare
Statement 9:
If there are 
safeguardin 
g children 
issues 1 
ensure these 
are
discussed at 
each
supervision
meeting
Statement
10:
1 have 
enough 
supervisio 
n to enable 
me to be 
an
effective
supervisor
Strongly 23% 35% 24% 29% 24%
Agree
(n=4) (n=6) (n=4) (n=5) (n=4)
Agree 59% 41% 53% 71% 47%
(n=10) (n=7) (n=9) (n=12) (n=8)
Unsure 12% 24% 12% - 29%
(n=2) (n=4) (n=2) (n=5)
Disagree 6% - 12% - -
(n=l) (n=2)
Strongly - - - - -
Disagree
Spearman's correlations indicated that each of the above statements significantiy correlate 
(at p<.05).
Discussion
This study found that more than haif of mental health professionals had raised a 
safeguarding children issue in the last year, highlighting the importance of understanding 
the needs of chiidren in aduit mental health and the necessity for ongoing training, 
monitoring and evaiuation of safeguarding procedures and practice.
Community workers have previously been found to be more likely to consider the welfare 
of children as their roie and to act on the needs of clients' chiidren (Siack & Webber, 2007). 
This study confirmed an overall positive attitude among all professionals in community 
adult mental health settings towards their responsibility and ability to assess children's
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needs (though did not make comparisons to other e.g. inpatient, settings). Previous 
research has a iso suggested that children's existence in adult mental health services fails to 
even be recorded (Slack & Webber, 2007). Although this was not directly audited in the 
current study, self-report suggests that the majority of staff surveyed do take account of 
and record where there are children. Audit of client files and the recording of this 
information may therefore inform this. Replication of this study may also help to elucidate 
any possible differences in attitudes and practices across professional groups, which 
unfortunately was not possible in here due to the small numbers in some professions.
Though the majority of staff had safeguarding children training in last three years, for some 
their training happened several years ago. This seems to fall short of standards for regularly 
(yearly) updated training. As Appleton & Stanley (2008) point out, training should be 
ongoing as attendance at training does not necessarily reflect improved knowledge or 
awareness of guidelines, it may therefore have been helpful to consult training records to 
identify outstanding training needs, as well as to, as identified, check understanding and 
retention of training information.
Encouragingly ail staff appear to receive individual clinical supervision, which can provide 
an important forum for discussion and awareness of the needs of both clients and the 
professional. On average, staff felt able to turn to their supervisor and did or would use 
them as a source of support for discussing safeguarding children matters. Supervisors 
themselves also seemed to feel equipped with the training, skills and supervision to 
manage safeguarding children issues should and when they arise, though some remained 
unsure. Most had received training specifically around providing supervision, though those 
who had not may perhaps represent some of the uncertainty around supervision of 
safeguarding children. Further monitoring and exploration of the quality and quantity of 
supervision may be useful (e.g. monitoring supervision logs for frequency and content) to 
identify any areas of need in relation to training and support.
Managers appeared to be most likely utilised for support around safeguarding children 
issues. Service managers did not form part of this audit, though it seems that it would be 
helpful to explore whether they too feel fully equipped with the knowledge, skills and 
supports to manage safeguarding children concerns. Clarification of the safeguarding 
children 'Link person' role and further integration into the teams and safeguarding 
procedures may help staff feel better able and willing to use this expert support. Lack of
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understanding of their roie may aiso be linked to when staff received training in 
safeguarding children, which for some was over three years ago.
This study highlighted some areas of diversity in attitudes as well as practices around 
safeguarding children. For example whether staff record their supervision discussions and 
action points in clients' notes differed, with most indicating that this is not routine practice. 
Whether it should be is a matter of local policy. Certainly the Haringey review (Ofsted, 
2008) has suggested that records of supervision case discussions should be placed on 
service users file. Though this audit did not go into detail about how and when staff record 
supervision discussions in client notes it suggests a need for clear established guidelines 
either way for consistency.
This study employed a self-designed measure and as such it has not been possible to 
ensure the reliability and validity of the tool. Although adjustments were made to the 
questionnaire design in consultation with the link nurse for safeguarding children, team 
managers, and with supervisors who have knowledge of questionnaire design, no extensive 
piloting was conducted. As the audit tool was also based on self-report measure it is aiso 
acknowledged that there may be some response bias, as well as the potential for subjective 
interpretations of the meaning and importance of the questions. The possibility of being 
identified by profession and team (as there are for example only small numbers of certain 
professionals in some teams) may aiso have limited honest responding.
Time and resource constraints aiso meant that the current study was limited to gaining 
data from local teams and therefore may not be representative across disciplines 
(particularly due to small numbers of respondents from certain professions compared to 
others) and different services. Limited numbers aiso restricted the ability to complete more 
in-depth analysis, for example comparing responses across professions.
As indicated, future audit and evaluation around safeguarding children knowledge, 
attitudes and practice within adult mental health teams would be useful to expand on this 
under-researched area, in particular it could be of benefit to triangulate the findings with 
foliow-up data, for example qualitative information from interviews with staff would add to 
the picture of how adult mental health services take into account children's needs. There 
are many important factors involved in ensuring ongoing attention to the safety of children. 
This study has highlighted the roie of positive attitudes and practices in being aware of the
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existence of children in adult mental health services, but what happens beyond that has yet 
to be explored.
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Appendix A -  Audit Questionnaire
Dear Colleague
Re: Safeguarding Children Audit
As you will be aware, safeguarding children is a high priority in our services. An important 
part of ensuring the safety of children is the monitoring of clinical practice in this area and 
gaining staff feedback. As such an audit has been developed to help us to understand how 
staff are supported and make decisions around safeguarding children in their practice. A 
self-report questionnaire is attached for completion by ail clinical staff. These are 
anonymous so please complete them as possible; your information will be gratefully 
received. Feedback following completion of the audit will be provided via your team 
manager.
If you have any questions or comments about this audit please contact:
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Job title/profession:
Service (e.g. PCM HT):
Sex: Male/Female 
Age:___________
Please answer the following statements by ticking your immediate response:
Strongly
Agree
Agree Unsure Disagree Strongly
Disagree
it is my responsibility to 
assess the welfare of children 
if my client is a parent or has 
access to children
When 1 assess clients i always 
ask about and record details 
of young children in the family
i feel confident in being able 
to identify a possible 'Child in 
Need'/safeguarding children 
issue
i am/would be able to discuss 
possible concerns about child 
welfare in supervision
1 feel my supervisor is/wouid 
be able to help me make 
decisions around safeguarding 
children
Please answer the following questions as fully as possible: 
Have you had training on Safeguarding Children? YES/NO 
Please give an approximate date of your iast training:_________________
Do you know who the Link Person for Safeguarding Children is in your team? YES/NO
Have you had to raise a Safeguarding Children issue(s) in the iast year? YES/NO
if Yes, who did you first speak to about it {please give job title):____________________
Do you receive individual clinical supervision? YES/NO
if you receive other forms of supervision (e.g. group) please state here:_____________
How often do you receive clinical supervision? (e.g. weekly_________________
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Who are you supervised by? (e.g. iine manager, nurse, coiieague).
Do you keep a record of supervision? YES/NO
if Yes please specify how and who hoids this:________________
Do you record supervision discussions/action points in client notes? YES/NO 
If you are a supervisor please complete the following:
Strongly
Agree
Agree Unsure Disagree Strongly
Disagree
1 feel adequately trained to 
discuss safeguarding children 
issues with supervisees
1 know how to respond 
should a supervisee or other 
raise a possible safeguarding 
children matter
1 regularly monitor 
supervisees awareness and 
assessment of child welfare
if there are safeguarding 
children issues i ensure these 
are discussed at each 
supervision meeting
i have enough supervision to 
enable me to be an effective 
supervisor
How many people and who (e.g. nurse) do you supervise?.
Approximately how much of your time is spent supervising (e.g. per week. 
Have you received supervisor training? YES/NO
Thank you for your time
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SRRP Feedback Evidence
The results of the SRRP were fed back verbally to the local team. An audit report was 
produced, which was made available to the whole locality. The locality team manager was 
aiso made aware of the results and took these to governance meetings (see below).
From: Lucy O'Meara
Sent; 22 October 2009 19:04
To; Claire Coysh
Cc; Metka Shawe-Taylor
Subject; RE: Safeguarding Children Audit
Hi Claire,
i hope you are well and your training is proceeding well
i am really sorry we did not get the chance to hear form you although I have circulated your 
findings and aiso given a short talk (to the best of my small ability!) to the team in East 
Surrey
Many thanks once again for your hard work and i wish you well with your training.
Regards
Lucy O’Meara
General Manager
East Surrey Community Services
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Qualitative Research Project
An exploration of trainee Ciinicai Psychologists views of ieadership
Abstract
New Ways of Working highlights leadership as a major challenge for ciinicai psychologists. 
The profession is considered able to meet this challenge but individual ability and 
willingness varies. The researchers identified a lack of research into the awareness of 
ieadership amongst those entering the profession. This study takes a qualitative approach 
using thematic analysis to explore trainee ciinicai psychologists' understandings of and 
aspirations for ieadership roles. Semi -structured interviews were conducted with four 
participants half-way through their professional doctorate training, interviews focused 
upon understandings of and aspirations for ieadership. interviews were recorded and 
transcribed and analysis aimed to capture the variety of information across the dataset. 
Quality and credibility of the research was achieved by agreeing a reaiist/essentialist 
approach to analysis at the outset, collecting and analysing data in a systematic and 
rigorous manner, and being aware of the impact of the researchers' own views, given their 
position as trainee ciinicai psychologists on the same course as participants. The 
researchers reflected how the nature of collaborative research potentially reduced this 
impact. Themes identified from the data were ciinicai psychologists as leaders in teams, 
uncertainty in the profession and lack of preparedness. Discussion focused upon leaders in 
teams, the disparity between experience and requirement, and recommendations for 
future course content. Thematic analysis was considered an appropriate method for an 
initial exploration of this topic. However, further research using discourse analysis may 
provide a more detailed understanding of the meaning of leadership as it develops.
Word count: 243
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Year 3
July 2011
Major Research Project
Investigation of the relationships between magical thinking, thought 
fusion and anxiety in young people
Word count: 19, 900
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Abstract
Aims: Magical thinking and thought fusion have been linked to anxiety as coping 
mechanisms to increase individuals' sense of control over events. There is, however, a 
paucity of research examining theses processes in young people. This study sought to 
address the hypotheses that: thought fusion would positively correlate with magical 
thinking; thought fusion and magical thinking would positively correlate with anxiety; 
perceptions of control over anxiety would negatively correlate with anxiety, thought fusion 
and magical thinking.
Method: One hundred and seventy two young people between 8 and 16 years old 
recruited from local schools, completed questionnaires examining magical thinking, 
thought fusion, anxiety, and anxiety control. Correlations between thought fusion, magical 
thinking, anxiety, and anxiety control were examined, including by age and gender given 
previous findings of age and gender differences in magical thinking.
Results: Statistical analysis confirmed a strong positive relationship between magical 
thinking and thought fusion, strong positive correlations with anxiety. Perceptions of 
control correlated inversely with magical thinking, thought fusion, and anxiety. A mixed 
pattern of age differences suggested differences in the relationships between magical 
thinking, thought fusion, anxiety, and control. Lack of clear gender effects did not confirm 
previous research.
Conclusions: Thought fusion and magical thinking show strong correlations with anxiety in 
young people and there appear to be age differences suggesting there may be 
developmental differences that require further exploration. Future research would benefit 
from replication in ciinicai populations to clarify the nature of the role of thought fusion, 
magical thinking, and control on anxiety disorders.
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INTRODUCTION 
Magical thinking in society
Magical thinking involves believing that "one's thoughts, words, or actions can achieve 
specific physical effects in a manner not governed by the principles of ordinary transmission 
of energy or information" (Zusne & Jones, 1989, p.l3). Events that are unconnected can 
thus come to be seen to affect one another, such as me believing that by walking under a 
ladder I might later have an accident Parallels have thus been drawn with anomalous and 
paranormal beliefs that defy scientific or logical principles, such as telepathy and psychic 
abilities in which the mind comes to be given causal powers that do not have a scientific 
basis (Wilson, 2010). Despite not having a rational basis, beliefs in 'magic' are common and 
can be seen in action in everyday life through superstitions, such as objects like 'lucky 
charms' being attached significance through feelings and associations that have no logical 
basis. Mental events such as thoughts and wishes can be believed to influence external 
physical events, a belief known as 'consciousness over matter' (Subbotsky, 2009). 
Alternatively, the environment can be believed to be 'contagious' and influence internal 
events, e.g. that drinking from a cup used in the past by a criminal would make me a 
criminal and somehow pass on the qualities of that person. The mind can aiso be seen to 
have 'magical' effects over mental events, known as 'consciousness over consciousness' 
(Subbotsky, 2009), for example, believing that if i think something bad of someone they 
might know my thoughts. The boundaries between the self and the world therefore 
become blurred.
Magical thinking has previously been attributed to children and 'primitive' populations by 
Freud for example (Gay, 1995) as an unsophisticated form of thinking, but developments in 
theory and research have led to the understanding that it represents both a normative 
process and one that continues into adulthood. Athletes, for example, engage in magical 
thinking through mental or behavioural rituals, such as believing if they wear the clothes 
they wore last time they won an event they will be more likely to win this event, despite 
the fact that the clothes have no physical causal connection to changing the outcome. 
Magical beliefs can thus be normal and adaptive, serving to regulate feelings, and boost 
confidence, self-efficacy and performance (Damisch et ai, 2010). This is supported by the 
growing research showing that people are particularly likely to turn to magical beliefs at 
times of uncertainty as a way of gaining a sense of control in an uncontrollable situation
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(Subbotsky, 2004), such as a race. Though belief in magic is not only confined to childhood 
realms of fantasy, tracking its developmental basis may hold helpful insights into why, 
despite being able to engage in logical thought processes, we can ail at times show 
recourse to magical thinking.
Magical thinking in chiidhood
Magical thinking had long been thought to represent an early phase of childhood cognitive 
development (Berie & Starcevic, 2005). Piaget conceptualised it as a stage in which children 
hold mistaken beliefs about the mind's ability to influence the physical world because of 
lack of understanding of causal mechanisms (Woolley, 2007). it is through experience and 
'participation' in and with the world around them that children learn about the distinction 
between themselves and the external world. Early in life cognition is based on manipulating 
the external environment. Magical thinking is said to occur at this time due to 'dynamic 
participation', whereby children come to believe that two entities that have some similarity 
can influence one another, such as that thoughts, wishes, and actions can affect reality, e.g. 
believing they can bring night time by creating a shadow with their hand. The distinction 
between the self and the world has not been made, thus it is a period of egocentrism in 
which there is a sense of magical omnipotence. As thinking and reasoning develops, 
through learning and experience, children gradually learn the limitations of their abilities to 
control the external world. This is said to occur between age 2 and 9 until the period of 
concrete operations, whereby logical, 'scientific' knowledge about causal principles are said 
by Piaget to replace these earlier more 'primitive' and 'intuitive' processes of magical 
thinking (Woolley, 1997). For example, it is at this age children have been shown to be able 
to understand deception and see that magic and fantasy are tricks and illusions (Subbotsky, 
2004).
Magical thinking across deveiopment -  the co-existence of rationai and irrationai thinking
Older children and adults have therefore previously been assumed to be fundamentally 
different thinkers to younger children, as logical processes develop enabling them to 
recognise what is physically possible and not in the world (Subbotsky, 2010). However, 
research has found that children as young as 3 can distinguish fantasy and reality. Even 
young children show an awareness that thoughts cannot directly cause something to 
happen, yet are willing to turn to 'magical' explanations of events and beliefs in 'wishing' 
and 'hoping' (Woolley, 2007), which are intuitive, automatic and more resistant to logic
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(Lindeman, 2007). As studies examining magicai thinking in children and adolescents have 
found, magicai thinking does not decline, as would be expected were it a purely 
developmental phase that we ail pass through. Bolton et al. (2002), in a community sample 
of 5-17 year olds, in fact found that adolescents aged 14-17 showed similarly high levels of 
magical thinking as the younger children. Supporting this is the finding by Evans et al. 
(2002) that when assessed on performance of logical operations, children's cognitive 
abilities were independent of their endorsement of magicai beliefs. Magicai thinking 
therefore appears to co-ex/st alongside rationai and logical reasoning processes in both 
adults and young people (Woolley, 2007).
Functions of magical thinking
Magical thinking may thus represent a more consistent epistemologicai stance, in an 
experiment by Subbotsky (2010) older children (age 9), as well as adults, were willing to 
turn to magicai explanations for impossible events. Further, despite verbally denying belief 
in magic, people's behavioural responses suggest belief in magic (Subbotsky, 2001). 
Although by age 9 children are shown to believe equally in scientific versus non-scientific 
(magicai) explanations, suggesting a co-existence of magicai and scientific modes of 
thinking at a conscious and verbal level, it may be that under some conditions magic is 
more likely to operate. For example if objects are imagined and are personally relevant 
(such as that a person's future is affected by the magicai event) (Subbotsky, 2007). People 
thus seem to remain curious towards magicai beliefs, perhaps because attributing a 
logically impossible external event to personal thoughts or actions can provide an illusory 
sense of control (Simonds et al., 2009).
Magical thinking and anxiety
As noted above, magicai thinking may be especially likely to be triggered in situations of 
uncertainty and heightened emotional arousal where control feels lacking. This is 
supported by a number of studies in both adults and young people linking magical thinking 
with anxiety. Keinan (1994), for example, found that levels of magical thinking were higher 
in adults living in stressful situations in areas exposed to missile attacks in the Gulf War, 
versus those not exposed to attacks. A further study by Keinan (2002) found that 
superstitions were aiso more likely to be engaged in under conditions of increased stress, 
suggesting magicai thinking in action. Findings that magicai thinking is linked to anxiety, in 
children and adolescents, seems to support the suggestion from Piaget and Freud that
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magical thinking couid occur in adults due to regression to this 'primitive' thought process 
as a resuit of anxiety or threat (Wooiiey, 2007). Thus although magicai thinking may 
consciously be replaced by more sophisticated logical thinking, emotions may undermine 
the ability to utilise the later developed cognitive processes and lead to difficulties 
distinguishing reality and fantasy.
Magical thinking has long been linked to the anxiety disorder Obsessive Compulsive 
Disorder (OCD) in particular. OCD is an anxiety disorder characterised by recurrent 
obsessions; thoughts and internal experiences that are experienced as intrusive and 'ego- 
dystonic' since they are not thoughts the person would expect or want to have and thus 
feel out of their control, and/or compulsions; repetitive behaviours or mental events 
designed to reduce distress from obsessions (APA, 2000). Einstein & Menzies (2006) for 
example found people with OCD to score higher than those with other anxiety disorders 
with regard to magical ideation, suggesting a specific role for magical thinking in this 
disorder. The ritualistic behaviours often carried out by people with OCD, such as repeating 
an action a certain number of times in order to prevent some feared event from occurring, 
can be seen to be an enactment of magical thinking. Despite being aware of the illogical 
nature of these actions, people nevertheless maintain an intuitive belief in the efficacy of 
thoughts to influence events. Magical thinking may therefore represent a coping strategy to 
manage anxiety.
In children, the link between ritualistic behaviour, obsessive compulsiveness and magicai 
thinking has been found to occur in the normal population (Evans et al., 2002). Other 
ciinicai studies suggest that magical thinking is not specifically associated with obsessive 
compulsive symptoms in children and adolescents (Verhaak & de Haan, 2007). This suggests 
magical thinking may play a broad roie in non-ciinicai as well as pathological processes 
across ages. Studies by Bolton et al. (2002) and Simonds et al. (2009) found strong 
correlations between measures of magicai thinking and anxiety in a community sample of 
children and adolescents. This was particularly so for obsessive-compulsive anxiety, 
replicating the theoretical and ciinicai links between magicai thinking and OCD, but 
suggests aiso that magicai thinking may be non-specific and in fact is relevant across other 
anxiety difficulties. What was unexpected in these studies was that the correlations 
between anxiety and magicai thinking were stronger for males compared to females, 
leading to the suggestion that magical thinking may play a different role according to 
gender, which requires further exploration. The research base for magicai thinking and
92
anxiety, particuiariy in children, is however, still relatively small and thus the nature of the 
relationship remains unclear. Research has increasingly focused on the concept of thought 
fusion, a cognitive appraisal where thoughts are seen to equate to actions, which has aiso 
been linked to OCD. Thought fusion will be examined next in light of the theoretical and 
empirical links to magicai thinking.
Thought fusion
Thought fusion refers broadly to "entanglement with the content of private events" (Greco 
et al., p.93, 2008). Private events such as thoughts, images, memories and feelings are 
subjective experiences, and though they may be a reflection of reality, they are individual 
representations, interpretations, or ways of making sense of the world. Within thought 
fusion however, internal events come to be viewed as though they are true reflection of 
reality. For example having thoughts of harming someone are believed to cause that person 
harm. This clearly has conceptual overlaps with magicai thinking in which non-physical 
entities are given powers of physical causation that defy logic. The links are aiso apparent 
in the growing body of literature that has shown thought fusion to be associated with 
obsessive compuisiveness.
Thought Action Fusion (TAF), believing that thoughts are linked to actions in causally 
improbable ways (Rachman & Shafran, 1999), is a specific form of thought fusion that has 
been examined in cognitive models of OCD. Thought fusion has come to be seen as one of a 
number of cognitive appraisals that attempts to explain why people with OCD in particular 
find their thoughts distressing and respond to them as though they are true. To give an 
example, a mother may have fleeting thoughts of harming her children. On the basis of TAF 
she might believe that having these intrusive unwanted thoughts makes her a bad mother, 
e.g., 'if i think about doing harm it must mean i want to do it'. This is referred to as 'moral 
TAF' (Shafran et ai, 1996) as thoughts are seen as morally equivalent to acts. The mother 
may also fear that having the intrusive thought makes the feared event more likely to 
happen, e.g., 'if i think about harming my children I am more likely do it'. This is known as 
'likelihood TAF'. People may therefore act as though their thoughts are true, despite there 
being no physical causal connection between the original thought and the behaviour, (e.g. 
the mother in the above example may frequently check her children are unharmed, but 
may not be reassured by lack of harm). The misinterpretation of thoughts leads to greater 
sensitivity to intrusive thoughts, increasing anxiety, or attempts to avoid thoughts, which
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ultimately maintains the beliefs in the importance and harmfuiness of thoughts and 
maintains anxiety (Berie & Starcevic, 2005).
Thought fusion in the non-ciinicai popuiation
Whilst intrusive, unwanted thoughts are a common experience (Teachman et ai, 2006), 
they are experienced as pathologically disturbing for only a minority, with around 1% of the 
UK popuiation experiencing OCD (Torres et ai, 2006). Thought fusion is said to explain this 
by leading thoughts become viewed as personally significant, increasing a person's sense of 
responsibility for their potential consequences (e.g. if i think about something bad 
happening to someone and it happens, it must be that i caused it). Rassin et ai, (1999) 
were able to induce thought fusion in a non-ciinicai student sample through increasing 
perception of their thoughts causing negative outcomes, in their experiment, students had 
electrodes on their heads and were told that this would read thoughts, like the word 'apple, 
and send a shock to someone in another room. The experimental group reported more 
intrusions, greater distress, and were more likely to engage in neutralising behaviour 
(compulsions to do something to alter thoughts, such as avoiding certain thoughts) than 
controls who were told their thoughts were simply being recorded. Of course in this 
situation the sense of fusion is artificial and unlike many obsessions and compulsions in 
which people see no clear links between their thoughts and subsequent feared actions, 
here participants were told there was a negative outcome. Further studies have, however, 
confirmed that thought fusion can cause distress in non-ciinicai populations (Bocci & 
Gordon, 2007; Moriiio et ai, 2007).
Other studies indicate that although non-clinical samples may display thought fusion and 
resultant distress, what may distinguish them from ciinicai samples is the ability to review 
thoughts as thoughts, and thus reflections rather than reality. This is supported by Corcoran 
& Woody's (2008) study of appraisals of non-ciinicai intrusive thoughts which found that, 
although participants viewed intrusive thoughts as 'bad/evii', they were less likely to view 
them as personally significant, seeming more able to make the distinction between the 
thought as a personal interpretation rather than reality. Pronin (2006) aiso describes a 
number of studies in which students were primed to make causal inferences about their 
personal responsibility for certain outcomes, both positive and negative, despite there 
being no logical causal connection. Personal emotional and cognitive responses to 
thoughts are therefore complex and the causal relationship remains unclear. Research in
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clinical populations has attempted to shed iight on the roie of thought fusion in the 
deveiopment and maintenance of pathoiogicai distress.
Thought fusion and psychopathology
The fieid of research on thought fusion has expanded in the last 15 years, focused 
predominantly on TAF, making use of self-report measures such as the TAF scale developed 
by Shafran et al. (1996). The TAF scale has been found to show positive associations with 
OCD symptoms and distinguishes ciinicai OCD participants from non-ciinicai controls in 
various correlational studies in adults (e.g., Gwiiiiam et ai, 2004; Coles et ai, 2001). The 
reader is referred to Berie and Starevic (2005) for a detailed review of the status of the 
research on TAF.
Despite being founded on the theoretical relationship to OCD, TAF beliefs do not appear to 
be specific to obsessive-compuisiveness. indeed, research using the TAF Scale in anxious, 
depressed, and control groups, found that both clinical groups had higher TAF scores than 
the control group (Abramowitz et ai, 2003). This was repeated in findings from Beiioch et 
ai (2007) that TAF was elevated in people with other anxiety disorders and depression as 
much as those with OCD. These results thus seem to replicate the pattern of findings in 
research on magicai thinking's broad relationship to anxiety, again confirming the 
conceptual similarities. Higher levels of both magicai thinking and thought fusion have been 
shown in people with obsessive-compulsive symptoms compared to controls, and it has 
been suggested that magicai thinking is an underlying belief that explains the relationship 
found between thought fusion and obsessive-compuisiveness (Einstein & Menzies, 2004).
It may be that there is a general propensity towards 'omnipotence of thoughts', which is 
indicated by findings that people with symptoms of obsessions and compulsions not only 
perceive their negative thoughts to be more likely to lead to negative events compared to 
controls, but are also more likely to endorse perceptions that they couid prevent negative 
events happening by their positive thoughts (Amir et ai, 2001).
Expansion of cognitive and meta-cognitive models of thought fusion
Thus it appears that the traditional cognitive model emphasising the roie of the meaning of 
the content of intrusive thoughts, does not fully capture how thought fusion becomes a 
maladaptive process in people with emotional disorders in particular. As highlighted above, 
it is thoughts about thoughts that determines how internal experiences are responded to.
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This process, in which we have certain beliefs, knowledge and experience of our cognitions 
and their regulation is known as 'meta-cognition' (Soiem etal, 2009). Recent models of 
OCD and other disorders in which thought fusion has been implicated, suggest that 
psychopathoiogicai processes like thought fusion are the result of meta-cognitive failures; 
the inability to distinguish thoughts from the self and the world. This increases the 
meaning, importance, and therefore dangerousness and sense of uncontroilabiiity of 
thoughts and other internal experiences (Weils, 2009).
Given developments in understanding the non-specific roie of TAF in various anxiety 
disorders, the concept of thought fusion has become expanded beyond the original 
conception of TAF. Recognising a broad roie for thought fusion beliefs as a meta-cognitive 
process, Wells (2009) highlights that there may be different forms that thought fusion 
takes. Thought Event Fusion (TEF), for example, refers to the belief that thoughts can cause 
a particular event, or that having a thought about an event means that it must have 
happened. This moves beyond the personal responsibility for thoughts causing one to act 
(as in TAF), to thoughts influencing events, people and objects beyond one's own actions 
(e.g. thinking a friend died in an accident and believing that because i had that thought it 
might have happened). Thought Object Fusion (TOF) has also been proposed, which refers 
to the belief that thoughts and other internal events such as feelings can be transferred 
onto objects and contaminate the object with those feelings. TOF has links to fears of 
contamination that can be apparent in some forms of OCD. The Thought Fusion instrument 
(TFi) has therefore been developed by Weils et al. (2001) in order to expand beyond the 
research begun with the TAF-Scaie.
With the conceptual similarities between TAF, TEF, TOF and magicai thinking, it appears 
pertinent that research aims to explore the relationships between these ideas in relation to 
cognitive and meta-cognitive models of psychopathology. Both magical thinking and 
thought fusion appear to present in both ciinicai and non-ciinicai populations and have 
relevance across age ranges. Yet the research field appears to have shown limited attention 
to thought fusion prior to adulthood and consideration of the potential for developmental 
differences. The evidence-base for thought fusion and links to magicai thinking in younger 
populations will be reviewed here.
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Thought fusion in young people
In children, the average age of onset of OCD is between 7.5 and 12.5 years (Geiler, 2008, in 
Simonds et al., 2009). Anxiety disorders, including OCD, are particuiariy prevalent in 
childhood, and can have a detrimental effect on deveiopment and lifetime experience of 
emotional disorder (Feng et al, 2008), which would suggest that chiidhood is a pertinent 
time at which to attempt to ameliorate this. Despite the clear links that have been made 
between thought fusion, ciinicaiiy in OCD and other anxiety disorders in adults, as well as 
non-ciinicaiiy, few studies have examined thought fusion in young people. Deveiopmentaiiy 
sensitive models are therefore needed to understand and treat anxiety in people at 
different ages and testing whether constructs based on adult models have relevance in 
young people.
in one of the first studies examining the relevance to chiidhood OCD of cognitive processes 
linked to OCD in adulthood, Barrett and Healy (2003) found that children with obsessive 
compulsive (OC) symptoms endorsed higher levels of TAF beliefs than non-ciinicai controls, 
but did not differ from children with other anxiety disorders. By assessing cognitive 
appraisals in children (from age 6), adolescents and adults with OCD, Farrell and Barrett 
(2006) aiso found that TAF beliefs were comparable across ages (as were levels of perceived 
severity of harm caused by thoughts, self-doubt, and cognitive control). This replicates the 
findings in adults that thought fusion is linked but non-specific to OC symptoms and 
suggests that thought fusion is a relevant concept to examine in chiidhood. The lack of age 
differences may relate to the broad age ranges used and that age has not been specifically 
examined in these studies.
Muris et al. (2001) is the only apparent study specifically examining TAF in a younger 
population. A modified TAF scale for adolescents was developed by adapting the original 
Rachman & Shafran (1999) TAF scale items to derive the Thought Action Fusion Scale for 
Adolescents (TAF-A). The TAF-A seems to attempt to address the difficulties younger people 
may have in comprehending the concept of thought fusion by prefacing the items with a 
hypothetical scenario giving an example of having an intrusive thought, then asking how 
much they believe that having this thought is bad for example, in a Dutch community 
sample of 13-16 year olds Muris et al. (2001) confirmed other research that has found that 
TAF is linked to a range of anxiety disorder symptoms, though most significantly obsessive 
compuisiveness. The scale has not, however, been examined in younger populations, the 
study did not examine age differences, and it does not take into account recent
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developments moving beyond TAF. Further assessment of the validity of thought fusion 
beliefs and measurement across ages is needed, though what the small amount of research 
does suggest is that fusion beliefs seems equally prevalent in children, as young as age 6, as 
well as adults.
Research is therefore needed to elaborate on the relationship between magical thinking, 
thought fusion, and anxiety across deveiopment. Examining theory and research from child 
deveiopment literature may thus enlighten the cognitive, emotional, social contributions to 
individual differences in thought fusion and magicai thinking.
The developmental basis of magical thinking, thought fusion and anxiety
It has been suggested that exposure to certain experiences in childhood may predispose 
people to fusion and magicai beliefs, such as a chance coinciding of thoughts about an 
event that happens to then occur, e.g. a child thinks of a parent being in a car accident, and 
they soon after are in a car accident, therefore they believe their thoughts caused the 
accident. Since it is difficult to assess whether specific events lead to magicai thinking and 
thought fusion, the idea has not been tested. Research on cognitive deveiopment and 
information processing, however, suggests there couid be a roie for how life experiences 
are perceived. Harris (1997), for example, reports that simply imagining something can 
make it seem more likely, affecting our emotional system (e.g. producing physiological 
reactions). Thus a child's thoughts and images can come to seem real and lead to anxiety 
and subsequent attempts to control, e.g. through magical beliefs. This is particuiariy likely 
to be so if the imagined outcome or action is aversive and/or painful (physically and/or 
psychologically). As research on information processing suggests, humans are inherently 
drawn to negative stimuli, because of our aversion to loss (Risen & Giiovich, 2008).
Thus, life experiences such as loss or trauma, in early chiidhood at a time when cognitive 
deveiopment has not yet reached Piaget's stage of rationai thinking, may leave a 
vulnerability to utilising magicai beliefs to make sense of events, it may also increase 
attention to further negative events, again potentially heightening the propensity towards 
magicai thought processes. Amsteriaw et al. (2010) point out that although logical 
reasoning develops by around age 10, the more sophisticated ability to detect flaws in 
thinking, such as reasoning based on hunches and intuition rather than evidence, develops 
later. This may help to explain why belief in magic does not decline by this age. The findings 
of a decrease in magicai thinking during early adolescence, around age 12 (Bolton et al..
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2002) could relate to this being a time at which young people become more able and 
willing to consider both rationai and magicai beliefs as they develop greater experience of 
learning about causal processes and learning to master experiences in the internal and 
external world.
Since external socialisation and learning experiences are important in cognitive and 
emotional development, parenting has been suggested to play a roie in the emergence of 
magical thinking and thought fusion, influencing children's appraisals of life events and 
subsequent ways of coping (Vuiic'-Prtoric'& Macuka, 2006). Barrett et al. (2002) for 
example, note that parents of children with OCD are less confident in their child's abilities, 
less rewarding of independence, and less likely to use positive problem solving with them, 
compared to other families. By observing others, from social interactions, such as how 
mental states are discussed in the family, as well as from cultural norms and references, 
such as the rituals and superstitions that occur in society, children learn about the 
relationship between the mind and reality (Pillow, 2008), or perhaps do not come to make 
this distinction as clearly, it may, for example, be that external reality feels unmanageable if 
a child is overexposed to the harsh realities of a harmful world without caregivers who can 
contain and help them tolerate their feelings. As O'Connor (2007) explains, distorting reality 
or withdrawing to fantasy in the power of thoughts to control events provides a way of 
surviving difficult internal and external experiences. Alternately being overprotected in 
childhood is said to be problematic and contribute to obsessive compulsive symptoms in 
which magicai thinking remains because the child has never learned to give up their sense 
of omnipotence and face the realities of a world in which events are not always controllable 
and uncertainty will be faced, indeed, research has linked parental over-controi with 
heightened anxiety across childhood (Feng et al., 2009). More longitudinal developmental 
research is needed to extrapolate the potential direction of the relationships, since both 
child and parent emotions and behaviours are mutually causative. What this does suggest 
is that there may be a number of unique individual differences apparent in the 
development and maintenance of magicai thinking and thought fusion.
Individual differences in deveiopment may help to explain findings of age and gender 
differences in the relationship between anxiety and magical thinking. Females have 
consistently been found to show higher levels of anxiety, fear and worry than males 
through childhood and adolescence (Laing et al., 2009, Van Oort et al., 2009) and report 
less adaptive coping with emotions (Suveg & Zeman, 2004), which might suggest they
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would be more likely to utilise magical thinking and fusion beliefs to cope. Yet Bolton et al. 
(2002) found unexplained patterns in which fluctuations in magical thinking which were 
apparent in males only. Perhaps for females anxiety levels and the means to cope with 
anxiety are more stable across ages. It may be that processes such as magical thinking serve 
a different purpose in emotion regulation for males and this may have a basis in which 
types of emotion regulation strategies are encouraged in families and in society. For 
example, females are more often than males said to utilise external sources of support such 
as seeking out others, to express their emotions and may be more willing to admit their 
difficulties coping (Suveg & Zeman, 2004).
For males, the fluctuations in levels of magical thinking may relate to findings that male 
anxiety is associated with the use of internal coping styles, such as wishful thinking, fantasy, 
and using internal dialogue (Vulic'-Prtoric'& Macuka, 2006). This may explain why Simonds 
et al. (2009) found that the relationship between magical thinking and anxiety was 
significant and strongest for males and not females. However, in other studies both males 
and females with anxiety report coping less with their emotions (Suveg & Zeman, 2004). 
Lewinsohn et al. (1998) examined a number of psychosocial variables, including daily 
stressors, major life events, self-consciousness, self-esteem, social competence, emotional 
reliance (whether they seek support from others), coping skills, social support, health and 
physical illness, in the relationship to anxiety in adolescents. When these psychosocial 
variables were controlled for, the gender associations with anxiety remained, thus gender 
differences in emotional coping and vulnerability to anxiety do not fully account for the 
differences in the presentation of anxiety in males and females.
The role of gender remains unclear and requires further investigation, alongside the 
examination of magical thinking and thought fusion as coping mechanisms. The suggestion 
is that males tend to have a greater perception of control and sense of their capacity to 
cope with uncontrollable events (Sherman et al., 1997), so that when anxiety is heightened 
and events are uncontrollable, they show more likelihood of resorting to magical thinking 
(Simonds et al., 2009). What may be adaptive for males may alternatively prove 
maladaptive for females, who perhaps benefit from external control strategies such as 
help-seeking. The potential contribution of control has not yet been examined specifically 
in relation to magical thinking and thought fusion, though the literature on perceptions of 
control in anxiety is growing and will be explored next.
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Control over anxiety and the relevance to magical thinking and thought fusion
As discussed an apparent associated factor across theories of magical thinking and thought 
fusion is that individuals are aiming to increase their perception of control over events, 
both internal and external. Beliefs about the uncontrollability and danger of thoughts have 
been suggested to moderate the relationship between anxiety and OCD (Irak & Tosun, 
2008). Control seems particularly relevant to thought fusion, in which thoughts centre 
around events that lie outside of physical laws and logical controllable relations. People 
with clinical anxiety have been found to have a lower sense of control over external threats 
(such as the potential consequences of thoughts about harm to self or others) and internal 
emotional reactions (sensations created by anxiety) (Moulding, 2009). For the purposes of 
this study, anxiety control as examined here refers to this description of an individual's 
perceptions of their personal sense of control over their anxiety symptoms.
The sense of control over internal and external experiences may develop over time with 
increased exposure to opportunities to experience regulatory mechanisms and increased 
cognitive sophistication enabling both mental and behavioural coping, as mentioned above. 
It has been found that young people's perceptions of their control over internal anxiety, 
e.g. physiological symptoms, and external threats, is significantly lower in those with 
anxiety disorders (Weems et al., 2003). Children with anxiety disorders have also been 
reported to experience more dysfunctional coping strategies and see themselves as less 
self-efficacious in managing worry, sadness and anger (Suveg & Zeman, 2004). Since 
physiological reactions to anxiety are said to be developed early in childhood and remain 
relatively stable (Olatunji & Cole, 2009), it may be that cognitive mechanisms such as 
thought fusion and magical thinking are more likely to develop and be maintained in 
children who are more sensitive to anxiety. Anxiety sensitivity, whereby anxiety sensations 
are seen as having negative consequences and felt to be uncontrollable, has been linked to 
making negative cognitive errors, such as catastrophising (thinking the worst), a 
relationship that was found to be stronger in adolescents, from age 12 (Weems et al.,
2007). It seems that as young people develop cognitively, emotionally and socially, they 
develop an increasing awareness of the real as well as imagined threats and dangers in the 
world. This leads to increasing attention to negative threatening stimuli in middle childhood 
(Feng et al., 2008), and a peak in worry and fear that predicts the use of rituals in young 
people as coping mechanisms (Laing et al., 2009).
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A study of the treatment of anxiety disorders in children via cognitive behavioural therapy 
(CBT) found that increases in control at the end of treatment related to reductions in 
anxiety symptoms (Muris et al., 2009). It is suggested that control over anxiety is a factor 
that could usefully be targeted for intervention, though of course it is difficult to unpick the 
specific influence of control from other factors that become altered during treatments such 
as CBT, including potential changes in cognitions. Since magical thinking and thought fusion 
have been posited as mechanisms for control, it would be useful to examine whether 
changes in these processes occur through treatment, and whether and how this relates to 
changes in levels of anxiety and anxiety control. As Weems et al. (2007) points out, 
examinations of the concept of control in relation to specific cognitive biases such as 
thought fusion is also needed.
The question therefore remains as to whether magical thinking and thought fusion are 
beliefs that are precursory to anxiety and perceptions of control, or whether they develop 
as a response to anxiety and perceived control. Beliefs such as thought fusion are apparent 
in children as young as 7 but there appears to be differential development in relation to 
how and when these processes may become problematic and relate to pathology. For 
example, Farrell & Barrett (2006) note that children in their study reported experiencing 
less intrusive thoughts and less distress and uncontrollability from these thoughts.
However, levels of TAF were said to be similar to adolescents and adults who apparently 
experience greater distress. Thought fusion for children may be more likely to co-exist 
alongside positive beliefs in the power of their internal world, like the belief in wishes, 
hopes and magical processes, as they negotiate their sense of self as a motivated and 
intentional agent in the external world. However, increasing awareness of internal 
processes, including intrusive thoughts and anxiety sensations, leaves the potential for the 
self to also be a harmful agent and a threat, leading to dysfunctional fusion beliefs. It is as 
yet unclear whether perceived control over anxiety if lowered leads to increased 
engagement in magical thinking and thought fusion, which appears to be the case 
particularly where anxiety is higher, or whether those who have higher levels of magical 
thinking and thought fusion beliefs have a higher perception of control over anxiety as a 
result of these beliefs.
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Summary
Despite research highlighting that both magical thinking and thought fusion are apparent in 
young children as well as adults, and appear in non-clinical as well as clinically anxious 
populations, there is paucity of research in this area involving young people. The nature of 
the relationship between magical thinking and thought fusion as normative and/or 
pathological processes in anxiety remains unclear as few studies have examined these 
concepts in parallel, and little attention has been paid to the potential for developmental 
differences in these thought processes. Age and gender differences, although long 
established in the field of anxiety research, have scarcely been examined in thought fusion 
and magical thinking research. The relationship with age remains unclear, with some 
studies suggesting similar levels of thought fusion across children, adolescents and adults, 
others suggesting a decline in magical thinking, and some indicating a pattern of differences 
across ages.
This study therefore aims to replicate previous research by Bolton etal. (2002) and Simonds 
et al. (2009) examining magical thinking and anxiety in a community sample of children and 
adolescents, in order to elaborate on age and gender differences. Although the research on 
TAF, a specific form of thought fusion, has begun to expand to younger people, at the time 
of this study there were no measures available that were specifically designed to measure 
thought fusion in children as well as adolescents. This study therefore aimed to examine 
thought fusion beliefs in young people in order to elaborate on potential age and gender 
differences in the relationships between thought fusion, magical thinking, and anxiety.
Given developments in the understanding of thought fusion beyond TAF, to TEF and TOF in 
the adult literature, the decision was made to explore the relevance of these concepts in 
young people, which has not yet been done.
Finally, since magical thinking and thought fusion are viewed as means by which to cope 
with anxiety through increasing a person's sense of control over their internal and external 
experiences, the role of individual's perceptions of control over anxiety will also be 
examined. This will therefore expand on the current evidence base by examining the role of 
magical thinking and thought fusion in anxiety In children and adolescents as potential 
control mechanisms.
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study objectives and hypotheses 
Objective 1
Patterns of difference in levels of magical thinking have been found in previous research in 
children and adolescents, with evident gender differences, but the research is so far limited 
to two studies. The first aim of the current study is therefore to examine age and gender 
differences in magical thinking in order to add to this evidence-base.
Objective 2
Thought fusion beliefs are thought to be similar to the developmental concept of magical 
thinking, but studies examining this concept in young people are limited. This study 
therefore secondly aims to adapt an existing measure of fusion beliefs, the Thought Fusion 
Instrument (Wells et al., 2001), so that it is applicable for use with children and adolescents. 
The adapted measure, the Thought Fusion Instrument for Young People (TFI-YP), will be 
completed by a community sample of non-clinical children and adolescents. The factor 
structure and reliability of the TFI-YP will be examined. In addition, based on indications in 
the evidence-base of potential age and gender differences in 'magical' cognition, the 
current study will examine age and gender differences in thought fusion.
Objective 3
Since thought fusion beliefs are said to be linked to magical thinking, both of which have 
been implicated in anxiety disorders, the study thirdly aims to examine the relationship 
between thought fusion and magical thinking, and their association with anxiety.
Hypothesis 1: Thought fusion will be positively correlated with magical thinking.
Hypothesis 2: Thought fusion and magical thinking will be positively correlated with anxiety.
Again, based on previously found but unexplained age and gender differences in magical 
thinking (Bolton et al., 2002, Simonds et al., 2009) age and gender differences in the 
patterns of correlations between thought fusion, magical thinking and anxiety will be 
examined.
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Objective 4
As discussed, the concept of perception of control over anxiety has been shown to be 
inversely correlated with anxiety in children. Cognitive processes such as thought fusion 
and magical thinking can be construed as attempts to manage uncertainty and 
uncontrollability under conditions of increased anxiety and lowered personal perceptions of 
control in particular. Therefore, this study aims to assess the relationship between thought 
fusion, magical thinking, anxiety and perception of control over anxiety-related events.
Hypothesis 3: Perceptions of anxiety control will be Inversely correlated with anxiety, 
thought fusion, and magical thinking.
Again, these correlations will also be explored within separate age and gender groups.
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METHODOLOGY
Design
A cross sectional correlational method was used to examine the relationships between 
thought fusion, magical thinking, anxiety, and perceptions of anxiety control in young 
people, and to examine age and gender differences in these correlations.
Ethical issues
This study was granted a favourable ethical opinion by the University of Surrey Faculty of 
Arts and Human Sciences (FAHS) Ethical Committee (Appendix 1). Throughout planning and 
conducting the study, careful consideration was given to ethical issues in relation to 
working with vulnerable populations. The procedures followed were in line with principles 
outlined by the British Psychological Society (2000) and the Data Protection Act (1998). 
Participation was voluntary and confidentiality was guaranteed. The only demographic 
information asked of participants was their age and sex.
Information sheets provided to parents and children identified procedures regarding 
potential distress of participants. Written parental consent was gained prior to 
participation. Participants were fully briefed and debriefed as a group at the time of the 
research. Prior to participation, each young person was required to provide their assent by 
signing an assent form (see below for further details of consent and assent procedures). 
Participants were encouraged to speak with the researcher and/or teacher if they became 
distressed at any point during the research. No feedback was received during the course of 
conducting the research to indicate that this was necessary.
Participants
Recruitment
A number of co-education primary and secondary schools were invited to participate in the 
research. Three of six schools approached allowed data collection.
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At each school, a class within each school year was selected by the Head Teacher or 
designated teacher to cover the age range 8-16 years. Every pupil in those classes was 
given a pack including an information sheet for themselves (see Appendix 2), an 
information sheet for their parents/carers (see Appendix 3), and a parental consent form 
(see Appendix 4). For the most part the packs were given out by class teachers. On two 
occasions the researcher first attended classes to give a brief presentation about the 
research, seeking participation and handing out information packs. Those who returned 
parental consent forms by the arranged day of the study (at least a week after packs were 
given out in order to give time to return consent forms), and who signed participant assent 
forms (see Appendix 5) on the day, were included.
Amended recruitment procedure
Following successful collection of data from two schools it was noted that the parental 
consent procedures impacted on participation. Up to half of pupils in the secondary school 
classes were unable to participate, despite expressing their willingness and verbally 
indicating that forms had been signed by their parent but forgotten on the day. Since there 
had been no concerns raised with regard to the nature of the research and potential 
negative impact on participants, an amended consent procedure was requested from the 
FAHS Ethics Committee. This was approved (see Appendix 6 for request and approval 
details), allowing the researcher to request parents to return a form to indicate if they did 
not want their child to participate (see Appendix 7 for the amended parent information 
sheet and opt-out form). Procedures for gaining assent from young people remained.
Final sample
During data collection, three participants in the primary school age range opted out though 
they had parental consent, and one pulled out during participation. Three participants in 
the secondary school age range opted out despite having parental consent.
A total of 176 young people between the ages of 8 and 16, from two primary schools in 
Surrey and Somerset and one secondary school in Surrey, participated in the study. 
Ethnicity information was not specifically gathered, though the schools themselves and the 
young people who participated were majority white British.
In total 84 boys (48%) and 92 girls (52%) ranging in age from 8 years 5 months to 16 years 2 
months (mean age 11 years 5 months) participated. In order to replicate previous studies
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of age and gender related changes, participants were placed into age groups, as indicated 
below, which were used for age and gender analyses.
Table 1. Number of participants recruited, by age group and gender.
N
Age range Total Male Female
8yrs 5 months -  lOyrs 44 24 20
lOyrs Im  -12 yrs 67 29 38
12yrs Im  -1 4  yrs 28 14 14
14yrs Im  -  16yrs 2m 37 17 20
PROCEDURE
Participants completed the research in a group with their peers, ranging from groups of 6- 
30, taking place in the classroom or a quiet room such as meeting room. A verbal brief was 
given by the researcher and participants were given the opportunity to ask questions. 
Participants were asked to sign assent forms and reminded of their right to withdraw. 
Questionnaire packs were then given out for participants to complete individually. The 
researcher and a teacher were on hand to answer queries and provide assistance with 
reading questions if needed. Participants were given the opportunity to do an age- 
appropriate activity sheet attached at the end of the questionnaires should they finish 
before others. This also served as an activity participants could engage in should they 
decide to opt out or withdraw during participation, without revealing their non­
engagement. All participants were given a small token, a pen, for their involvement. A 
verbal debrief was then given to all participants as a group, and again there was an 
opportunity for questions or concerns to be raised.
Measures
Data was collected using a number of psychometric instruments that are available in the 
literature, most of which have been used in research and clinical settings. Details of each 
measure, including psychometric properties, norms, and decisions for their use, are given 
below.
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In an attempt to increase the ease and flow of reading and make the questionnaires more 
appealing, the measures were combined Into a pack; the titles of each of the 
questionnaires was removed and instructions were placed at the start of the first set of 
questions. A cover sheet asked participants to indicate their gender and date of birth. A 
copy of the booklet of questionnaires is provided in Appendix 8.
Anxiety Controi Questionnaire- Chiidren -  Short Form (ACQ-C -  short form) -  Weems 
(2005)
This scale consists of 10 items taken by Weems (2005) from the original ACQ-C full form 
based on item total correlations. The ACQ-C was developed to assess perceived control 
over 'external' threats (fearful events, objects or situations), and control over negative 
'internal' emotional and bodily reactions related to anxiety. Respondents are asked to rate 
on a five-point scale ('none', 'a little', 'some', 'a lot', 'very very much') how much they agree 
with each question. Items are summed to give a total control belief score, with a higher 
score indicating greater perceptions of control over anxiety. The short form was found to 
have similar psychometric properties to the full form; convergent validity with the Revised 
Children's Manifest Anxiety Scale (RCMAS) being -.41, and reliability (Cronbach's alpha) of 
.85 in a sample of 6-17 year olds.
Magicai Thinking Questionnaire (MTQ) -  Bolton et al. (2002)
This 30-item measure comprises two main subscales assessing magical thinking. The 
'thought' subscale comprises 10 questions asking if it is possible to make some event 
happen just by thinking about it. The 'action' subscale comprises 10 questions asking if it is 
possible to make an event happen by some action that is causally unrelated to the event. 
The two subscales are scored for a total MTQ score. A further 10 questions assess bias by 
asking questions about physical causal principles that require right or wrong 'yes' or 'no' 
answers, such as 'is it possible for dogs to fly'. Higher scores on bias are aimed to indicate 
undeveloped causal reasoning, which would influence the ability to distinguish reality and 
magic on the basis of cognitive development rather than simply a result of beliefs in magic, 
thus high scorers were excluded from analyses by Bolton eta l (2002). The MTQ has been 
used in two published studies with non-clinical children and adolescents aged between 5 
andl7 years (Simonds et al., 2009, Bolton et al., 2002) and has shown a test-retest 
correlation of .90 (Bolton et al., 2002).
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Spence Children's Anxiety Scale (SCAS) -  Spence (1998)
The original 45-item scale assesses six of the Diagnostic and Statistical Manual -  Fourth 
Edition (DSM-IV) categories of anxiety disorder: separation anxiety; panic disorder and 
agoraphobia; generalised anxiety; social phobia; fear of physical injury; and obsessive­
compulsiveness. This scale has been used in a number of previous studies with children 
and adolescents and has been shown to have good reliability, validity and factor structure.
It provides a total anxiety score, which has shown high internal consistency of .93, and co­
efficients between .60 and .82 for the subscales in boys and girls between ages 8 and 15 
(Spence, 1998). Similar levels have been replicated across several other studies.
During piloting, as detailed below, it was found that the set of all questionnaires took 
between 30 and 40 minutes to complete, which was thought to be too long and demanding 
for younger participants in particular. Since the SCAS was the longest measure, the 
decision was taken to use the short-form version of the SCAS, made available from the 
author (Spence, 2010, personal correspondence). This is a 20-item scale utilising the four 
highest loading items for five of the main SCAS subscales (excluding physical injury which 
had the lowest internal consistency of .60). As with the full version of the SCAS, 
respondents are asked to rate on a four-point scale ('never', 'sometimes', 'often', or 
'always') how often each item happens to them. The subscales can be used separately or 
summed to provide a total anxiety score, with a maximum possible score of 60. Reliability 
and validity data for the short form are yet to be made available.
Thought Fusion Instrument (TFi) -  Wells et al. (2001)
Given the developments in the recognition of the role of thought fusion beliefs in 
emotional disorders in general, there has been a move away from specific beliefs that 
emerged from OCD research such as TAF, to the concept of thought fusion as a belief 
system that underpins various normal and clinical processes. Although a TAF scale has 
been examined in adolescents, the TAF-A scale did not fit the factor structure of the adult 
version, did not appear as strong a factor solution in adolescents (Muris et al., 2001). It also 
does not take into account the developments in the conceptualisation of a propensity 
towards fusion of thoughts as relevant to anxiety disorders, distinguishing between types of 
fusion beliefs. The Thought Fusion Instrument (TFI) developed by Wells et al. (2001) 
expands on the original TAF scale by measuring TAF, TEF, and TOF. Correlations have been 
found with obsessive compulsive symptoms in normal adults, with fusion beliefs being one 
of the main predictors, alongside beliefs about rituals, threat, responsibility, and
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perfectionism also predicting OC (Solem et al., 2010). The TFI was therefore chosen as a 
broad measure of thought fusion beliefs. As this measure has not yet been used in younger 
populations besides adults, the results of this study will present analyses of the suitability of 
the adapted TFI for young people (TFI-YP).
The TFI is a 14-item scale designed to measure thought fusion beliefs. A total score is 
comprised of three domains: Thought Action Fusion (TAF), the belief that certain thoughts 
will lead to unwanted acts; Thought Event Fusion (TEF), the belief that having a thought 
means that it will happen or has already happened, and; Thought Object Fusion (TOF), the 
belief that thoughts, feelings, and/or memories can be transferred into and/or caught from 
objects. Ratings of belief in each item are made on a scale ranging from 0 (I do not believe 
this at all) to 100 (I am completely convinced this is true). The TFI has been found to 
comprise one structure and has a reliability coefficient of .89 (Wells, 2009). It correlates 
with the only other specific measure of thought-fusion, the TAF scale [Rachman & Shafran, 
1999] (Gwilliam etal., 2004), and related measures of meta-cognition. The variance shared 
with these questionnaires suggests that the TFI is a related but distinct concept (measuring 
TAF and other fusion beliefs). Gwilliam etal., (2004) report internal consistency to be .89 
for the scale, and item-total correlations ranging between .35 to .78. A recent study 
adapting the TFI for an Iranian population found a three factor solution (TAF, TEF and TOF) 
in an undergraduate sample (Khoramdel et al., 2010).
TFI-YP development
The wording of the TFI items was first adapted to an appropriate reading and cognitive 
comprehension level for the age range. This occurred through consultation with clinical 
psychologists with clinical experience with young people, research psychologists, and 
teachers, alongside piloting as described below. Phrasing that was felt to be too complex 
for all young people within the age range was simplified, whilst ensuring the meaning of 
items was retained, for example, 'unpleasant event' was changed to 'something bad 
happening'. The Flesch-Kincaid Reading Ease Formula (Readability Formulas, 2011) applied 
to the adapted TFI-YP indicated a 'very easy' readability level, with a reading grade level of 
2, appropriate for ages 5 years and above.
Five young people between the ages of 8 and 13 were approached through the researchers' 
personal contacts and asked to complete the above measures and provide feedback on
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factors including readability and comprehension of the items, length and timing, and layout 
and design. With regard to the TFI-YP, there were no apparent issues with the wording of 
items. Young people involved in the pilot were asked to choose between two possible 
scoring scales; a 0-100 scale with 10 point interval ratings (as used in the original TFI) and a 
0-100 free-scoring scale. The consensus, between young people and the professionals 
consulted was that the free-rating scale was easier to use in this age range. To assist 
understanding of the use of the scale, at the start of the TFI-YP an example question and 
response was provided. The scale is a free-scoring line of 10cm enabling a ruler to be used 
to measure scores; a score of 5 for example is 50mm, a score of 10 as 1cm. This yields a 
total possible thought fusion score of 1400. The final scale is provided in Appendix 8.
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RESULTS 
Data analysis
Data analysis was performed using the statistical programme SPSS version 17.0.
Missing data
Missing data was coded and analysed in order to determine the final sample. Visual 
inspection showed a number of individual points of missing data across the sample. Missing 
Values Analysis (MVA) of the dataset as a whole produced a non-significant Little's MCAR 
test (x^= 91.83, p=.867), suggesting that the data missing was missing completely at random 
(MCAR). As such, the decision was taken to use a pairwise deletion approach, excluding 
individual cases only from analyses in which they have data missing (Field, 2005). This is 
said to be appropriate with MCAR data and a good enough sample size (Acock, 2005), as is 
the case here.
Sample size
Four cases were excluded from the final data set due to a substantial amount of data from 
the TFI-YP, MTQ and/or SCAS being missing (there was no missing data for the ACQ-C). In 
several of these cases the last section of the SCAS, the final questionnaire in the booklet, 
was completely missing, for others not all questions had been answered. The total sample 
size was 172 (82 male, 90 female). Numbers for each age group by gender are indicated in 
the analyses that follow.
Distribution of the data
Prior to analysis, examination of the distribution of the residuals across each of the 
variables was carried out. Histograms were visually scanned and Kolmogorov-Smirnov tests 
completed for distribution, and skewness and kurtosis were explored, as summarised 
below:
• TFI-YP: Visual inspection of a histogram indicated that the standardized residuals 
were unimodal and symmetrical. Tests of normality indicated the distribution did 
not differ significantly from normal. Analysis of kurtosis also supported the use of 
parametric statistical tests.
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• MTQ: Although tests of normality were significant, visual inspection of histograms 
indicated that the standardized residuals for the MTQ total, thought and action 
subscales were unimodal and roughly symmetrical. With the reasonably large 
sample size, these variables were considered suitable for parametric statisticai 
tests. Analysis of kurtosis further supported the use of parametric tests.
• SCAS: Visual inspection of histograms indicated that the standardized residuals for 
the SCAS total scale and subscales were unimodal and roughly symmetrical, except 
for the panic subscale. Test of normality indicated the distributions did not differ 
significantly from normal, except for the panic scale. Since the panic scale was the 
only non-normal variable and would always be correlated with other variables 
which are normal, parametric tests remain appropriate, as recommended by Clark- 
Carter (1997). Analysis of kurtosis also supported the use of parametric statistical 
tests.
• ACQ-C: Visual inspection of a histogram indicated that the standardized residuals 
were unimodal and symmetrical. Test of normality indicated the distribution did 
not differ significantly from normal. Analysis of kurtosis also supported the use of 
parametric statistical tests.
Hypothesis testing
The following sections detail the analyses used to examine each of the aims and hypotheses 
in turn.
1) Examination of magical thinking in young people 
Reliability of the MTQ
Since the MTQ has only been utilised in two previous studies in young people in this age 
range, its reliability was first examined. The MTQ yielded a Cronbach's alpha of .862 
(N=154), suggesting reasonable reliability of the scale. Total and subscale correlations were 
as follows: total x thought r=.956, p<.001; total x action r=.898, p<.001; thought x action 
r=.729, p<.001.
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Bolton et al. (2002) have previously excluded from analyses those cases in which the MTQ 
bias score was elevated, said to be a score of 2 or more (out of 10 questions). This is based 
on the suggestion that high scores on the bias scale are indicative of underdeveloped causal 
reasoning, and therefore the reliability and validity of children's responses on the magical 
thinking items proper might be doubted. This may occur particularly in younger groups. In 
the current study, there were 16 cases in which the bias score was above 2, though mean 
scores across all ages were below 2, and no significant associations between bias score and 
age or gender were found. The bias subscale was also shown to have the lowest reliability, 
with a Cronbach's alpha of .500 (N=165).
As Bolton et al. (2002) highlight, it is possible that high scores on these items do reflect 
more sophisticated cognitive and scientific speculation. For example, one item refers to 
whether it is possible for dogs to fly. Answering 'yes' or 'maybe' indicates a wrong 
response. However, were a child to consider that this event could be possible if a dog were 
in an aeroplane for example, they would be scored as indicating bias but may in fact have 
well-developed causal reasoning. Taking these factors into consideration, the decision was 
taken not to exclude any cases on the basis of bias score.
Age and gender differences in magicai thinking
Age and gender were examined in relation to magical thinking in an attempt to replicate 
previous findings of significant differences. Descriptive statistics and subsequent analyses 
are presented below.
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Table 2. Descriptive statistics for the MTQ scales by age and gender groups.
MTQ total MTQ thought MTQ action
Mean SD Mean SD Mean SD
Age 8-10
Total (N=41) 8.1 6.1 4.8 3.8 3.2 2.7
Male (N=23) 7.0 5.5 4.2 3.6 2.8 2.3
Female (N=18) 9.4 6.7 5.7 4.1 3.7 3.1
Age 10-12
Total (N=67) 10.1 6.0 6.4 3.9 3.8 2.7
Male (N=29) 9.4 6.4 6.0 4.0 3.4 2.9
Female (N=38) 10.7 5.6 6.6 3.8 4.0 2.6
Age 12-14
Total (N=27) 7.0 6.0 4.9 4.1 2.1 2.2
Male (N=13) 6.3 5.9 4.3 3.9 2.0 2.3
Female (N=14) 7.6 6.3 5.4 4.5 2.2 2.1
Age 14-16
Total (N=17) 3.8 4.8 2.4 3.0 1.4 2.1
Male (N=20) 3.2 6.0 1.7 3.4 1.5 2.7
Female (N=20) 4.4 6.2 3.1 2.4 1.3 1.4
Levene's test indicated equality of variance for the MTQ total (f=1.25, p=.281), MTQ 
thought (F=1.32, p=.245), and MTQ action (F=1.43, p=.196) scales, demonstrating the 
appropriateness of parametric tests.
With regard to MTQ total scores, a two-way ANOVA indicated a highly significant main 
effect for age (F=9.47, p<.001). Post hoc comparison's using Bonferroni correction indicated 
significant differences between 14-16 year-olds and 8-10 and 10-12 year-olds, as shown in 
Table 3. This indicates that 14-16 year-olds score significantly lower in magical thinking.
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Table 3. Mean difference scores for MTQ total by age group.
Age Group
MTQ, total
10-12 12-14 14-16 (N=37)
8-10 (N=41) -2.07 1.05 4.24**
10-12 (N=67) 3.12 6.31***
12-14 (N=27) 3.19
*p<0.05, **p<0.01, ***p<0.001
With regard to gender, there was no significant main effect {F=2.7, p=.102). A 2-way age x 
gender ANOVA indicated no significant interaction (F=.101, p=.959). The pattern of age 
differences was therefore similar for males and females, as shown in Figure 1. This is 
contrary to previous findings by Boiton et o/.(2002) of gender differences in magical 
thinking.
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Figure 1. Mean piot for MTQ total by age group for males and females.
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The same pattern of age effects was found with the MTQ thought scale with a highly 
significant main effect for age (F=8.89, p<.001) between the same age groups, though there 
was a marginally significant gender effect (F=3.72, p=.055), with females scoring higher 
than males. There was no significant age x gender interaction (F=.144, p=.934).
For MTQ action there was a highly significant main effect for age (F=7.70, p<.001), with 
patterns in the same age groups as the other scales, though additionally age 10-12 were 
significantly higher than age 12-14 (mean difference=1.6, p=.035) no gender effect (F=.837, 
p=.362) and no age x gender interaction was apparent (F=.368, p=.776).
2) Examination of thought fusion in young people 
Factor structure of the TFI-YP
The suitability of the data was assessed prior to analysis. The final sample size yields a 12:1 
ratio of participants to variables, which is more than adequate for Factor Analysis according 
to the criteria of 5-10 participants per variabie as suggested in much of the literature (Floyd 
& Widaman, 1995).
Inspection of the correlation matrix showed all items of the TFI-YP to correlate with at least 
one other item in the measure, but not too highly. The Kaiser-Meyer-Oklin value was .820, 
exceeding the recommended value (Kaiser, 1960, cited in Fieid, 2005), and Bartlett's Test of 
Sphericity was significant (x^  =617.4, p<.001) suggesting high sampling adequacy.
Principal Axis Factoring (PAF), a form of expioratory factor anaiysis, was applied to examine 
the factor structure of the TFI-YP. This method is said to give the best resuits particularly 
where data do not fit the assumptions of normality (Costello & Osborne, 2005). This can 
often be the case in social science research where responses to measures are expected to 
deviate to some degree from average by virtue of measuring a clinical variable. Since 
correlation between items of the TFI-YP is expected, the data was rotated obliquely using 
direct obiimin.
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As previous research using the original TFI in a student population indicated a single factor 
solution (Wells, 2009), this was used to guide the number of factors to retain. Using 
Kaiser's criterion (Kaiser, 1960, cited in Field, 2005) of retaining factors with eigenvalues 
greater than 1, the analysis initially suggested more than one factor. However, the use of 
this criterion has been questioned by researchers and is said to be most accurate if the 
sample size exceeds 250, and if commonalities are greater than or equal to .6, neither of 
which are the case in the current study. Additionally applying Cattell's scree test suggested 
that a one factor solution would best fit the data. As Figure 2 shows. Factor 1 has the 
highest eigenvalue and inflection of the curve occurs beyond this, suggesting a one-factor 
solution.
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Figure 2. Scree plot of the TFI-YP Factor Loadings
The 1 Factor solution was found to account for 34% of the variance. Although Floyd & 
Widaman (1995) suggest that factor sets should be expected to explain at least 80% of the 
variance, there is a lack of agreement in the literature, with Steiner (1994, in Floyd & 
Widaman, 1995) indicating that variance of 50% as acceptable.
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All factor loadings were greater than .40 (see Table 4), making them meaningfui according 
to Fioyd & Widaman's (1995) suggestion of a minimum ioading of .32. Strong ioadings of 
above .50 are seen in 8 of the items; 1 ,4 ,5,8,11,12,13 and 14.
Tabie 4. TFi-YP factor ioadings for each item.
TFI Item Factor 1
1. If I think about something bad happening, it will make it more 
likely to happen.
2. If I have thoughts about hurting myself, I will do it.
3. If I think I am in danger, it must mean I am in danger.
4. Having bad thoughts means I will do something bad.
5. If I think about something bad happening, it means it must have happened.
6. If I have thoughts about hurting someone, I will do it.
7. If I think things are contaminated by other people's experiences, it means they 
are contaminated.
8. My thoughts alone have the power to change things that happen around me.
9. Some objects give off bad feelings.
10. If I have bad thoughts it must mean I want to have them.
11. My feelings can be passed on to objects.
12. If I think of hurting someone, it will hurt him or her.
13. My thoughts can become real. If I think something, it will come true.
14. My memories or thoughts can be passed onto objects.
.556
.481
.468
.608
.711
.427
.498
.573
.473
.444
.560
.519
.608
.568
Note: figures rounded to nearest decimal point.
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Although the original TFI distinguishes between TAF, TEF and TOF beliefs, the current study 
suggests that in the TFI-YP these concepts are not distinct. The low variance accounted for 
by the one factor solution also suggests that the TFI-YP as a whole may not measure a 
common factor but perhaps best tests individual types of thought fusion beliefs. This is also 
suggested by a number of low inter-item correlations. However, Khoramdel et al. (2010) 
found a three factor solution of TAF, TEF and TOF in an undergraduate sample. It could 
therefore be because of the younger population in the current sample, thought fusion 
beliefs are less well developed and therefore less distinct factorially. The following sections 
outline further analyses examining age and gender.
Reliability of the TFI-YP
Cronbach coefficient alphas were examined to investigate the reliability of the TFI-YP. Due 
to missing data in 21 cases, a total N of 153 were included in these analyses. The total scale 
had an alpha of .838, suggesting good reliability as a measure overall. All item-total 
correlations were above the acceptable range of .3 (between .35 and .66). Hotelling's T- 
squared Test was significant (p<.001) suggesting the items of the TFI-YP have similar 
distributions. This suggests similar, though slightly lower, levels of reliability to those 
reported in the TFI in adult samples (Wells, 2009).
Age and gender differences in thought fusion
The TFI-YP overall score was divided by the number of questions completed by each 
participant to provide a TFI-YP Average score. Means, standard deviations, and minimum 
and maximum ranges of scores for each of age group in total and by gender are given in 
Table 5 below.
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Table 5. Descriptive Statistics for TFI-YP average score by age and gender group.
Age Group
TFI-YP 8-10 years 10-12 years 12-14 years 14-16 years
Total Male Female Total Male Female Total Male Female Total Male Female
(41) (23) (18) (67) (29) (38) (27) (13) (14) (37) (17) (20)
Mean 27.3 22.9 32.9 31.6 32.6 30.9 22.8 22.8 22.7 16.6 16.1 17.0
SD 14.2 14.6 11.7 16.2 14.4 17.6 14.1 15.2 13.5 12.2 13.1 11.8
Min 0 0 11.1 1 1.8 1 0 0 5.4 0 0 1
Max 61.1 61.1 51.8 78.9 73.2 78.9 55 54.3 55 42.5 41.4 42.5
Note: N's for each age group total and by gender are given In brackets.
As Table 5 shows, TFI-YP mean scores increases at 10-12 years to the highest level of all age 
groups (TFI-YP Total average maximum reached 79 out of a possible total score of 100). 
Means then appear to decrease over ages 12-14, to the lowest point at age 14-16. 
Heightened thought fusion at ages 10-12 is also suggested by the fact that all total scores 
were above 0, showing all participants endorsed at least some level of thought fusion.
Levene's test suggested equality of variance in the TFI-YP data (f=.488, p=.842), confirming 
the suitability of the use of parametric tests.
A two-way ANOVA was conducted, indicating a highly significant main effect for age (F=9.2, 
p<.001). Post-hoc analysis using Bonferroni correction indicated a significant difference 
between ages 8-10 and 14-16 (df=llA, p=.005,), and a highly significant difference 
between ages 10-12 and 14-16 {df=15.2, p<.001), with the younger age groups respectively 
scoring significantly higher. The difference between ages 10-12 and 12-14 was not as large 
a significant effect (df=9.0, p=.047) though suggests 10-12 year olds endorsing higher 
thought fusion scores. Differences between ages 8-10 and 10-12 year-olds was non­
significant {df=-3.9, p=1.0) and between ages 8-10 and 12-14 was non-significant [df=5.1, 
p=.964). The changes in mean scores across age and by gender are shown in Figure 3 below.
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Figure 3. Mean plot of TFI-YP scores by age group for males and females.
With regard to gender, there was no significant main effect (F=.933, p=.336). The age x 
gender interaction effect was also not significant (F=1.4, p=.238). The data file was split 
according to age group to further examine possible associations between age and gender. 
Gender was found to be significantly associated with TFI-YP scores only for 8-10 year-olds, 
(p=.026) with females scoring significantly higher in this age group, as figure 3 above 
suggests.
3) Correlations between thought fusion, magical thinking, and anxiety 
Correlations between thought fusion and magical thinking
Hypothesis 1: Thought fusion will be positively correlated with magical thinking.
Across the whole sample, the TFI-YP Total score was significantly and positively correlated 
with the MTQ total score, the MTQ thought subscale, and the MTQ action subscale. Results 
of Pearson's correlations are shown below (see Table 6). This supports the hypothesis that
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thought fusion is significantly positively correlated with magical thinking. Given the 
conceptual similarity between thought fusion and magical thinking, this supports the 
validity of the TFI-YP in this sample.
Since significant gender effects in the MTQ were found by Bolton et al. (2002), correlations 
were examined by gender. This highlighted highly significant correlations between thought 
fusion and magical thinking for both males and females, although with somewhat higher 
effect sizes for females.
Table 6. Correlations between the TFI-YP and MTQ subscales and their significance.
TFI-YP score MTQ Total MTQ Thought MTQ Action
Total (N=172) .569*** .545*** .510***
Male (N=82) 456*** .448*** .398***
Female (N=90) .670*** .630*** .606***
"p<.001
Correlations between thought fusion and magical thinking in different age and gender 
groups are shown in Table 7 below. The largest effect sizes are at ages 10-12 and 12-14 and 
for females as compared to males. It is of note that at age 12-14 the correlations are 
particularly high compared to other ages, with a high degree of overlap between thought 
fusion and magical thinking suggesting they are synonymous, especially for girls.
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Table 7. Pearson's correlations for MTQ scale scores by age and gender.
TFI-YP MTQ Total MTQ Thought MTQ Action
8-10 Total (N=41) .397* .359* .389*
Male(N=23) .301 .250 .317
Female (N=18) .451 .422 .433
10-12 Total (N=67) .536*** .467*** 510***
Male (N=29) .412* .334 .448*
Female (N=38) .651*** .571*** .581***
12-14 Total (N=27) .746*** .751*** .631***
Male (N=13) .657* .683* .525
Female (N=14) .850*** .838*** .758**
14-16 Total (N=37) .303 .405* .119
Male (N=17) .125 .214 .003
Female (N=20) .585** .678** .348
*p<0.05, **p<0.01, ***p<0.001
Hypothesis 2: Thought fusion and magical thinking will be positively correlated with anxiety. 
Reliability of the SCA5
As the SCAS short-form's psychometric properties have not been fully examined, its 
reliability was first examined. Two cases were initially excluded from the analysis as visual 
inspection showed more than 20% of the SCAS data was missing, and following pairwise 
deletion, a total N of 161 were included for the reliability analysis. The scale as a whole 
achieved a reliability estimate of .889, indicating good reliability. The items making up each 
of the subscales were also entered into reliability analysis, indicating adequate reliability. 
The Cronbach's alpha, in descending order of reliability, were: Obsessive Compulsive (OC); 
.731, Social Phobia (SP); .704, Panic (PA); .699, Generalised Anxiety (GA); .686, and 
Separation Anxiety (SA); .517. This is somewhat lower than reliability estimates obtained in 
a much larger scale study of 8-15 year-olds by Spence (1998) using the full-scale SCAS, 
which ranged from .74 to .82 for the subscales and .93 in total. The SCAS total correlated 
highly with all SCAS subscales, and all subscales were found to correlate highly with each 
other (p<.001), with effect sizes ranging from .381 to .847.
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Descriptive statistics for the SCAS by age and gender, shown in Table 8, appear to confirm 
the observation in surveys that females report higher levels of anxiety.
Table 8. Descriptive statistics for SCAS total score according to age group and gender.
Age Group
SCAS 8-10 years 10-12 years 12-14 years 14-16 years
Total Total Male Female Total Male Female Total Male Female Total Male Female
(41) (23) (18) (67) (29) (38) (27) (13) (14) (37) (17) (20)
Mean 17.4 14.6 20.9 19.3 15.9 21.9 17.8 16.0 19.4 15.2 11.2 18.5
SD 9.4 7.9 10.3 10.3 9.5 10.3 8.0 8.8 7.0 7.8 4.5 8.5
Note: N's for total and by gender are given in brackets.
For the total sample, males had a mean SCAS total score of 14.7 (SD=8.2), females mean 
score was 20.5 (SD=9.4). At-test confirmed a significant difference between males and 
female (t=-4.4, p<.001)
Correlations between thought fusion and anxiety
Correlations between the TFI-YP and SCAS scores were examined to test the hypothesis 
that participants with higher levels of anxiety would demonstrate higher levels of thought 
fusion. The SCAS total and most SCAS subscales were significantly positively correlated with 
the TFI-YP at p<.001, providing support for the hypothesis. As expected based on theory 
and from findings in previous research, correlations with the obsessive compulsive subscale 
are the highest (see table 9).
Table 9. Pearson's correlations between the TFI-YP and SCAS subscales and their 
significance for the total sample and by gender.
TFI-YP score SCAS Total SA SP OC PA GA
Total (172) .469*** .357*** .274** .467*** .430*** .328***
Male (82) .411*** .310** .185 .417*** .411*** .258*
Female (90) .524*** .386*** .338** .502*** .439*** .375**
*p<0.05, **p<0.01, ***p<0.001. Note: SA (separation anxiety), SP (social phobia), OC (obsessive compulsive), PA (panic), GA 
(generalised anxiety).
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Two previous studies have found stronger correlations between magical thinking and 
anxiety for males compared to females. However, for thought fusion, the correlations 
indicate that the association between fusion and anxiety is generally of similar magnitude in 
males and females, with effect sizes tending to be slightly higher for females. Given the 
age-related differences in thought fusion reported above, the anxiety scales with greater 
theoretical interest to this study (total anxiety and the obsessive compulsive scale) were 
examined by age and gender.
Table 10. Pearson's correlations between TFI-YP and SCAS Total and Obsessive Compulsive 
subscales by age group and gender.
TFI-YP score SCAS Total Obsessive Compulsive
8-10 Total (N=41) .419** .227
Male (N=23) .475* .150
Female (N=18) .197 .303
10-12 Total (N=67) .446*** 493***
Male (N=29) .275 .517**
Female (N=38) .601*** .518**
12-14 Total (N=27) .326 .282
Male (N=13) .350 .333
Female (N=14) .317 .286
14-16 Total (N=37) .610*** 602***
Male (N=17) .651** .663**
Female (N=20) .747*** .676**
*p<0.05, **p<0.01, ***p<0.001
Table 10 suggests a mixed pattern of results. Overall, correlations have greater effect sizes 
in the oldest age group and there is consistency of the effect between SCAS scales and 
gender. The gender difference in the size of effect is inconsistent between age groups.
Correlations between magical thinking and anxiety
Previous studies of magical thinking in community samples of children have found that 
correlations between magical thinking and anxiety are stronger in males than females.
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Table 11. Pearson's correlations between the MTQ subscales and SCAS subscales for total,
males and females.
MTQ SCAS total SA SP OC PA GA
Total scale
Total (N=172) .412*** .326*** .169* .412*** .426*** .308***
Male (N=82) .203 .163 .004 .282* .291** .043
Female (N=90) .557*** .443*** .253* .492*** .526*** .473***
Thought scale
Total (N=172) .440*** .347*** .208** .418*** .435*** .340***
Male(N=82) .211 .173 .067 .258* .264* .048
Female (N=90) .594*** .467*** .266* .516*** .561*** .520***
Action scale
Total (N=172) .301*** .241** .081 .334*** .342*** .208**
Male (N=82) .159 .123 -.091 .275* .286** .029
Female (N=90) .400*** .324** .186 .365*** .378*** .317**
*p<0.05, **p<0.01, ***p<0.001
Note: SA (separation anxiety), SP (social phobia), OC (obsessive compulsive), PA (panic), GA (generalised anxiety).
As table 11 highlights, significant correlations were found between SCAS total score and 
subscale scores and MTQ total and subscale scores, besides social phobia which only 
showed significance for females in relation to MTQ Thought. The correlations appear to be 
strongest and most significant for females in all cases, which does not support the findings 
of previous research. Similar to previous studies, obsessive compulsive and panic show the 
strongest correlations of the SCAS subscales. These subscales of the SCAS were also the 
highest correlating with TFI-YP scores. MTQ thought, the scale that most highly relates to 
thought fusion conceptually, showed slightly higher correlations than the total and action 
scales.
Correlations between the MTQ, SCAS total and SCAS obsessive compulsive scale by age and 
gender are shown in Table 12. This indicates that females show significant, positive and 
strong associations between magical thinking and anxiety, whereas the correlations for 
males are generally weaker and non-significant, with the exception of the age group 12-14. 
Here the opposite occurs with males showing strong, positive and significant correlations
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between magical thinking and anxiety, with the effects sizes for females being weaker and 
non-significant.
Table 12. Pearson's correlations between MTQ, SCAS total and SCAS obsessive compulsive 
scales by age and gender.
MTQ Total SCAS Total Obsessive Compulsive
8-10 Total (N=41) .395* .371*
Male (N=23) .159 .249
Female (N=18) .597** .530*
10-12 Total (N=67) .296* .299*
Male(N=29) -.076 .057
Female (N=38) .556*** .434**
12-14 Total(N=27) .545** .410*
Male (N=13) .655* .674*
Female (N=14) .207 .224
14-16 Total (N=37) .518** .425**
Male(N=17) .230 .028
Female (N=20) .664** .577**
*p<0.05, **p<0.01, ***p<0.001
4) Correlations between perceptions of control of anxiety, anxiety, thought fusion 
and magical thinking
Hypothesis 3: Perceptions of anxiety control will be inversely correlated with anxiety, 
thought fusion, and magical thinking.
The correlations between the measures, shown in Table 13, generally support the 
hypothesis. Thought fusion was significantly inversely correlated with control, with 
decreases in control related to increases in thought-fusion, though the strength of this 
association is small. Control was significantly (negatively) correlated with magical thinking, 
more strongly so with the thought subscale, but not significantly with MTQ action. Control 
and anxiety were most strongly and significantly correlated, with the separation anxiety, 
generalised anxiety and panic subscales showing the largest effect sizes.
129
Table 13. Pearson's correlations between the ACQ-C and TFI-YP, MTQ subscales, and SCAS
subscales.
TFI-YP MTQ
total
MTQ
Though
t
MTQ
action
SCAS
Total
SA SP OC PA GA
ACQ-C -.156* -.190* -.211** .127 -.425** -.413** -.244** -.2 91*** -.3 53*** -.4 01***
*p<0.05, **p<0.01, ***p<0.001
Note: SA (separation anxiety), SP (social phobia), OC (obsessive compulsive), PA (panic), GA (generalised anxiety).
Age and gender correlations between control, anxiety, thought fusion and magical 
thinking
Table 14. Pearson's correlations between ACQ-C, TFI-YP, MTQ and SCAS by age group.
ACQ-C score TFI-YP MTQ SCAS
Total Male (N=82) -.135 -.153 -3 8 7 ***
Total Female (N=90) -.266* -.180 -.383***
8-10 Total (N=41) .031 .028 -.257
Male (N=23) .206 .025 -.138
Female (N=18) .247 .237 -.126
10-12 Total (N=67) .289* -.193 -.451***
Male (N=29) -.106 .009 -.323
Female (N=38) -.454** -.355* -.492**
12-14 Total (N=27) -.007 -.291 -.450*
Male(N=13) -.105 -.336 -.765**
Female (N=14) .577* .326 -.086
14-16 Total (N=37) -.341* -.291 500***
Male (N=17) -.336 -.262 -.313
Female (N=20) -.354 -.302 -.516*
"p<0.05, **p<0.01, ***p<0.001
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Table 14 indicates a mixed pattern of results across age and gender correlations. It appears 
that the correlation between perceived control and thought fusion is significant for females 
only, for whom there is a moderate negative relationship at ages 10-12 and 14-16, whilst at 
age 12-14 the relationship is positive and stronger. With respect to magical thinking and 
control, correlations are mostly non-significant but the direction of the effect again changes 
depending on age group. The correlations between anxiety and perceived control indicate 
an inverse relationship for the total sample of males and females. Analysis by age and 
gender group shows a variable pattern of results, with weak and non-significant effect sizes 
at age 8-10 and effect sizes generally increasing across the age groups but with much 
variability between genders. The only significant association found for boys was at age 12- 
14, at which point there is a strong negative correlation between control and anxiety, with 
decreases in control being linked to increases in anxiety.
Summary of results
1) Examination of magical thinking in young people:
The MTQ's reliability in young people was supported.
Age and gender differences In magical thinking
Magical thinking showed significant age differences, with 14-16 year-olds scoring 
significantly lower than other age groups. There was an overall pattern of increased magical 
thinking at age 10-12 and subsequent decrease, a pattern that was similar in males and 
females. There were no significant gender differences or age and gender interactions. This 
does not confirm the hypothesis and is contrary to previous findings of gender differences 
in which males show a pattern of differences in magical thinking that is not apparent in 
females.
2) Examination of thought fusion in young people:
Factor structure and reliability of the TFI-YP
The TFI-YP measures a single factor when tested in a community sample of young people 
aged 8-16, though the variance explained by the single factor was low. The TFI-YP was 
found to have good reliability.
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Age and gender differences in thought fusion
Thought fusion showed age-related differences, with increases in middle childhood at ages 
10-12 and a drop in adolescence to the lowest levels at age 14-16, There were no 
significant gender differences or age and gender interactions.
3) Correlations between thought fusion, magical thinking, and anxiety 
Correlations between thought fusion and magical thinking
Thought fusion correlated positively and strongly with magical thinking, confirming the 
hypothesis that these are related concepts. The correlations were particularly high at age 
12-14 for females, at which point it appears that thought fusion is synonymous with 
magical thinking. There appeared to be increased effect sizes in correlations across the age 
groups, with a reduction at age 14-16, when both magical thinking and thought fusion are 
at their lowest levels. Females were overall found to show the most significant positive 
correlations and largest effect size between magical thinking and anxiety compared to 
males, again contrary to previous research.
Correlations between thought fusion and anxiety
Firstly, the SCAS short form demonstrated good reliability overall, though reliability of the 
subscales was variable.
The TFI-YP correlated significantly, positively, and strongly with the SCAS total and most 
subscales, confirming the hypothesis of a positive relationship between thought fusion and 
anxiety. The OC scale was most significantly correlated, again supporting theory and 
previous research. By age and gender there was a mixed pattern of results. The oldest age 
group, 14-16 year-olds, show the strongest and most consistent correlations for both males 
and females. It is in this age group that thought fusion, magical thinking, and anxiety scores 
are at their lowest. The correlations are also strong at age 10-12, when thought fusion, 
magical thinking and anxiety are highest.
Correlations between magical thinking and anxiety
Magical thinking showed positive, strong correlations with all SCAS scales, confirming the 
hypothesis of a positive relationship with anxiety and supporting the results of previous
132
research. Like thought fusion, the correlations were strongest for the OC scale. Correlations 
were strongest for females, except at age 12-14 where the opposite was the case. At this 
age males show strong positive correlations, with increases in anxiety relating to increases 
in magical thinking, and vice versa, whereas this is non-significant for females. The results 
therefore generally do not confirm previous findings of stronger associations for males.
4) Correlations between perceptions of controi of anxiety, anxiety, thought fusion, 
and magical thinking
The hypothesis that perceptions of control of anxiety would be inversely correlated with 
anxiety, thought fusion and magical thinking was generally supported. Control was most 
significantly and strongly correlated with anxiety on all scales of the SCAS and generally 
shows increasing effect sizes across the age groups, but with variability across genders. 
Males showed the only significant correlations with anxiety, only at age 12-14 when the 
effect size is much higher than females. Correlations between control, anxiety, thought 
fusion, and magical thinking varied according to age and gender. Control was significantly 
negatively correlated with thought fusion for females only at ages 10-12, whereas at age 
12-14 the relationship is positive and stronger in females. Magical thinking correlated 
significantly negatively with control only for females at age 10-12.
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DISCUSSION
Summary of study findings
Age and gender differences in magical thinking and anxiety
The first objective of this study was to examine age and gender differences in magical 
thinking in young people in order to replicate findings by Bolton etal. (2002) and Simonds 
et al. (2009). This study confirms age differences in magical thinking across childhood and 
adolescence, though does not appear to replicate the previously found pattern. There is 
some similarity to Bolton et al. (2002) with increases in magical thinking at age 10-12, but 
the previously found decreased levels at age 12 and increases in magical thinking from age 
14 did not occur here. In fact the current study showed decreased levels of magical thinking 
from adolescence, with magical thinking declining continually from age 12 in this sample. 
This could relate to slight differences in age groupings and sample size since Bolton does 
not appear to examine 10-12 year olds as a group as the current study has. Nevertheless, 
the pattern of a general reduction in magical thinking from age 12 through to 16 appears 
contradictory to Bolton et aTs (2002) findings that magical thinking increases in 
adolescence to levels comparable to young children.
The current findings are therefore more in line with Piaget's replacement hypothesis, in 
that magical beliefs reduce across later childhood into adulthood as more logical processes 
develop. This does not, however, rule out the possibility for co-existence, since Subbotsk/s 
experimental research has shown that though consciously magical thinking may not be 
endorsed, behavioural indicators may suggest otherwise. Thus methods of assessment may 
play a part. It may be that the items of the MTQ appeal more to younger children than 
older ages. As Verhaak & de Haan (2007) have pointed out, some items appeared childish 
to older children and adolescents, particularly those aimed to assess bias, which ask 
questions that may appear obvious such as 'Is it possible for snow to melt'. Thus 
developments in the measure may be needed, as discussed later.
Gender differences in magical thinking found in the previous two studies using the MTQ in 
young people were not replicated here. Bolton etal. (2002) found that age-related 
differences in levels of magical thinking were significant only for boys, with girls' levels of 
magical thinking remaining similar across ages. A gender difference was also found by 
Simonds et al. (2009) in which correlations between magical thinking and anxiety in 5-10
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year-olds were only significant for boys. In the current study the pattern of changes in 
magical thinking across ages appear similar in males and females. Again, sampling 
differences may play a role since participants were not matched specifically for age and the 
numbers of males and females in each group varied slightly. Thus further examination of 
gender in future research with larger samples would be beneficial to clarify whether 
differences might occur.
Relationship between magical thinking and thought fusion
The second hypothesis of a significant and positive relationship between thought fusion 
and magical thinking was confirmed. This appears to support the notion put forward by 
Einstein & Menzies (2004) that thought fusion beliefs are derivatives of magical thinking. 
The conceptual similarity is highlighted by the strong significant correlations and large 
effect sizes in the relationship between the TFI-YP score and all subscales of the MTQ. The 
MTQ thought subscale is most closely linked to thought fusion since it refers to belief in 
effecting external events by internal experiences. This subscale was the most highly 
significant and strongly correlated with the TFI-YP, further confirming the conceptual 
similarities.
Magical thinking and thought fusion associations across age and gender
Significant age differences in levels of thought fusion were found. This adds to the 
literature, in which differences in thought fusion across ages is unclear. The findings here of 
significant increases in thought fusion at age 10-12 and subsequent decreases from age 12 
seem to contradict suggestions in one of the only other studies examining thought fusion in 
young people in which TAF was at comparable levels in children, adolescents and adults 
(Farrell & Barrett, 2006). The previous study was in a clinical sample, with small numbers, 
and applied broad age categories ('children', 'adolescents' and 'adults') rather than specific 
age groups as examined here, which may miss subtler age related differences. Similarly a 
study examining meta-cognitive processes including superstitions (but not directly 
measuring thought fusion) in adolescents aged 13-17 showed no significant age changes in 
beliefs and levels were similar in both clinical and non-clinical samples (Cartwright-Hatton 
et al., 2004). Mûris et al. (2001) also found no age effects in TAF. The sample was, however, 
limited to adolescents (ages 13-16) and did not specifically examine changes in TAF across 
age groups.
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In the current study the findings of patterns of age differences in thought fusion appear to 
parallel the pattern found in magical thinking, again confirming the hypothesis of a close 
relationship between these concepts. The correlations between thought fusion and magical 
thinking, for example, increased in effect size across ages, and the large effect sizes by age 
12-14 suggests that the concepts appear to converge by adolescence, especially for girls. It 
has been suggested that by adolescence levels of beliefs such as thought fusion may remain 
consistent as they are near fully developed (Cartwright-Hatton et al., 2004), since children 
have reached the cognitive development stage suggested by Piaget at which they can 
understand logical operations and are able to utilise co-existing modes of thinking. This may 
explain why for a non-clinical population here, where perhaps logical operations are more 
likely to dominate without the need to control anxiety, thought fusion and magical thinking 
decrease with age.
With regard to gender, there were no significant gender differences or age and gender 
interactions found in thought fusion, replicating the findings in magical thinking. This fits 
with previous research by Muris et al. (2001) in which there were no gender differences in 
TAF in adolescents. However, despite lack of main effects of gender, when examined by age 
group it appears that the relationships between thought fusion, magical thinking, age and 
gender present a mixed pattern. The above -noted strong correlations between thought 
fusion and magical thinking were strong for both males and females, but more so for 
females overall. This was particularly so at age 12-14 when the high degree of correlation 
suggests that magical thinking and thought fusion become synonymous, especially for girls. 
At age 14-16 only the correlations for females remained significant, showing magical 
thinking and thought fusion continue to have a strong relationship where this is not the 
case for males. The role of gender therefore remains unclear and requires further 
exploration.
Anxiety, magicai thinking and thought fusion
The hypothesis that thought fusion and magical thinking would significantly and positively 
correlate with anxiety was confirmed. In line with previous research indicating that thought 
fusion and magical thinking are related to a range of anxiety disorder symptoms (Berle & 
Starcevic, 2005), strong correlations were found with all subscales of the SCAS, besides 
social phobia. The strong association with obsessive compulsiveness in particular was 
confirmed. This correlation was strongest for thought fusion compared to magical thinking, 
such that increases in anxiety symptoms relate to greater increases in thought fusion. This
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appears to add weight to suggestions that thought fusion is a more pathological process 
and specifically so for obsessive compulsiveness. It is of course important to note that this 
does not reflect correlations with pathological anxiety since this was a non-clinical sample 
and none of the participants scored within the range that is suggestive of clinical disorders.
Anxiety, magicai thinking and thought fusion associations across age and gender
Age and gender differences in the correlations between thought fusion, magical thinking 
and anxiety were apparent, confirming suggestions in the literature of developmental 
interactions. Findings from the current study's investigation of anxiety using the SCAS 
suggested that anxiety levels increased at age 10-12, particularly in relation to separation 
anxiety, obsessive-compulsive and panic, which also show strong associations with thought 
fusion and magical thinking. This appears similar to a study by Van Oort et al. (2009) in 
which anxiety increases again in middle and late adolescence, and Laing's (2009) findings in 
relation to increased worry and fear in middle childhood. This therefore seems to add 
weight to the suggestion that this age group may reflect a particular period of vulnerability 
in which anxiety increases and magical thinking and thought fusion increase to manage this. 
The nature of the relationship between anxiety and magical thinking and thought fusion 
therefore appears to change across development. In the current study the oldest age 
group, 14-16, had the lowest levels of thought fusion, magical thinking, and anxiety overall, 
but the strongest positive associations between thought fusion, magical thinking and 
anxiety were apparent. By this age it may be that, as suggested above, thought fusion and 
magical thinking are consolidated and used adaptively.
With regard to gender, the different patterns of associations between anxiety and thought 
fusion noted above appear broadly consistent across males and females, similar to the lack 
of gender differences in magical thinking and anxiety. By age, notable differences occurred 
in which at age 8-10 only males showed a significant correlation between thought fusion 
and anxiety and there were no significant correlations for either males or females for OC 
anxiety, whereas at age 10-12 males' levels of thought fusion did not significantly correlate 
with anxiety overall but showed strong correlations with OC anxiety, similar to females. This 
pattern was not repeated for correlations between magical thinking and anxiety, in which 
correlations for males were generally small and weak compared to the consistently strong 
positive correlations for females. The exception is at age 12-14 when the pattern appears to 
reverse and males show strong positive correlations between total anxiety as well as OC 
anxiety and magical thinking and thought fusion. Whereas for females the correlations are
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smaller and non-significant. This may relate to the changes in anxiety levels for males at 
this time prompting greater use of magical thinking and thought fusion as coping 
mechanisms.
Anxiety controi and Its relationship to magicai thinking and thought fusion
Perceptions of anxiety control were significantly negatively associated with anxiety, magical 
thinking and thought fusion, as expected. Overall, decreased perceptions of control over 
anxiety relate to increased anxiety, thought fusion and magical thinking. This appears to 
confirm suggestions in the literature that thought fusion and magical thinking may 
represent mechanisms by which to manage distress when other internal and external 
control factors are low. Perceptions of anxiety control were most significantly correlated 
with anxiety, compared to thought fusion and magical thinking, supporting findings by 
Landon (2007) that low emotional self-efficacy was most significantly associated with 
higher anxiety. Confidence in ones capacity to control emotions is therefore seen as a 
protective factor, irrespective of age and/or gender.
Anxiety controi, thought fusion and magicai thinking associations across age and gender
Correlations between perceived anxiety control and anxiety were of a similar magnitude for 
both males and females, and indicated that an increased sense of control over anxiety 
states relates to lower anxiety symptoms. As regards the relationship between thought 
fusion and control, this was only significant, and negatively so, for females at age 10-12. It is 
at this age that control levels are lowest for females and that thought fusion, magical 
thinking, and anxiety levels are at their highest. At age 12-14 however, this effect is again 
positive for females and higher levels of control are positively associated with higher levels 
of magical thinking and thought fusion. The pattern then returns to a negative relationship 
at age 14-16. Overall, males show a negative association between perceptions of control 
and magical thinking and thought fusion, regardless of age, though the relationships are 
weak. For males, the only significant correlation was between control and anxiety at age 
12-14, when higher anxiety is related to lower control, yet there remains no significant 
relationship with thought fusion or magical thinking.
It may therefore be that females are more consistently likely to turn to thought fusion and 
magical thinking as attempts at coping mechanisms when anxious, since literature suggests 
that girls report less confidence in their ability to cope with emotions (Suveg & Zeman, 
2004), particularly when anxiety levels are higher and perceptions of control over anxiety
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are lower. Though the results in males seems contrary to research by Vulic'-Prtoric & 
Macuka (2006) who found that anxiety in males had greater links to avoidant coping, 
involving attempts to avoid cognitions, or withdrawing to fantasy or wishful thinking, which 
might thus be expected to correlate with magical thinking and thought fusion.
Based on the current findings of age and gender differences in the relationships with 
anxiety control, it could be speculated that magical thinking and thought fusion serve 
different functions for anxiety control across the age range for females. At times magical 
thinking and/or thought fusion may be employed as a response to high anxiety and lowered 
perceptions of control anxiety, and at times magical thinking and thought fusion may be 
apparent regardless of anxiety status as an ongoing mechanism that increases perceptions 
of control over personal experiences. It could also be possible that for some, having 
magical thoughts and thought fusion beliefs lowers perceptions of control over anxiety and 
increases anxiety, since such beliefs rely on non-logical mechanisms for managing external 
and internal experiences. As Subbotsky (2009) has shown in research where adults display 
moves to defend against possibilities of magical influence despite believing in magic, 
attitudes towards these types of thoughts may be ambivalent.
The role of control is therefore complex. Since this is the first time perceptions of control 
over anxiety have been correlated with magical thinking, thought fusion and anxiety in 
young people, and is correlational and cannot infer causation, the nature of the 
relationships requires further exploration.
Measurement of thought fusion
With regard to the measurement of thought fusion in young people, the newly adapted TFI- 
YP achieved adequate reliability in this non-clinical sample of 8-16 year olds, comparable to 
demonstrated reliability in adults. Exploratory factor analysis revealed one factor, again 
replicating the original TFI. However, the variance accounted for here by the one-factor 
solution was small. In addition, although the TFI distinguishes between different types of 
fusion beliefs -TAF, TEF and TOF - the current study did not find adequate evidence that 
these represent separate subscales in this population. It appears that there may be some 
conceptual overlap between the items of the TFI. The concepts of TAF and TEF for example, 
are linked by the indications of thoughts influencing external events. Where TAF 
emphasises personal influence over personal actions and events (e.g., 'If I have thoughts 
about harming myself, I will end up doing it'), TEF appears more broadly to represent
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beliefs about the power of thoughts, such that having thoughts about events means that 
they are true or more likely to happen (e.g., 'If I think about an unpleasant event it will 
make it more likely to happen, which seems akin to TAF-Likelihood). Yet Khoramdel et al.'s 
(2010) study of students found a four factor structure suggestive of clearer differentiation 
between the concepts. It may be that due to the younger age of the current sample 
compared to previous studies using the TFI, the participants here were not as cognitively 
sophisticated enough to show discrimination between types of fusion beliefs.
Nevertheless, this study supports previous research suggesting the validity of the concept 
of thought fusion and its relationship to anxiety in young people (Farrell & Barrett, 2006; 
Libby et al., 2004). The predicted strong associations between thought fusion, magical 
thinking, and anxiety thus also support the concept of thought fusion and the use of the TFI 
in young people.
Measurement limitations
The current study is the first time the TFI has been used with children and adolescents, thus 
differences in the samples may account for lack of discrimination between types of fusion 
beliefs as compared to previous studies. It may be that certain concepts linked to 
pathology in adults are cognitively too sophisticated either to appear in children or to be 
measured by cognitive tools. Although the current study had a reasonable sample size to 
achieve power, further research applying the TFI to different age ranges is needed to 
provide additional validation and psychometric data. It is also possible that as the TFI-YP 
was adapted from a measure originally designed for adults, it may not represent the 
appropriate range of fusion beliefs in a younger population. The few studies in this age 
range have so far utilised measures that have been designed for use with adults. As 
Verhaak et al. (2007) note, future studies would benefit from producing measures 
specifically designed for use with children and adolescents in order to be appropriately 
developmentally sensitive, such as developing a measure from the reports of young 
people's fusion beliefs.
Also, though a strength of this study is that it replicates the use of measures used in 
previous research, including the MTQ and the SCAS, the use of these measures in the field 
is still limited. Potential limitations of the MTQ have been highlighted and may suggest the 
need for further adaptations to the measure. For example, Simonds et al. (2009) note that 
magical thoughts may be under-reported due to the hypothetical nature of the MTQ items.
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which ask whether it is 'possible' for a magical event to occur. The items may therefore not 
assess personal magical beliefs and the sense of magical agency, but rather relate to a 
broader definition of culturally inconsistent magical ideas. Also, as discussed previously, 
the bias scale appears somewhat problematic since contrary to assessing cognitive 
underdevelopment, it may in fact be possible to have higher bias scores based on greater 
cognitive speculation and sophistication. These items may therefore need further 
consideration, or alternative/additional measures to attempt to control for causal 
reasoning abilities may be needed.
It is also of note that these previous studies of magical thinking utilised the full scale version 
of the SCAS, which was not replicated here by use of a shortened version. Although good 
reliability for the short-form SCAS was indicated here, it has not yet been fully validated in a 
broad range of children and adolescents. Using the short-form of the SCAS may have led to 
sample differences in the levels of anxiety achieved compared to previous research 
(Simonds etal., 2009; Bolton etal., 2002), which would have implications for the strength 
of the analyses. However, given the strong associations found between anxiety and magical 
thinking and thought fusion, and the reliability of the SCAS short-form found in this sample, 
this does not appear to have been a significant limitation. Further examination of the 
psychometric properties of the SCAS short-form applied to different age groups would 
therefore be beneficial, particularly since a shorter scale could have greater ease of use in 
both clinical practice and research.
Genera! limitations
One of the main limitations of the study is that the correlational nature of the study means 
that it not possible to draw firm conclusions about the direction of the relationship 
between thought fusion, magical thinking, anxiety and control, such as whether anxiety 
produces thought fusion or vice versa. The self-report nature of this study could be a 
potential limitation since it may be that social desirability for example, influences young 
people's acknowledgement of their beliefs in magical thinking, thought fusion, and their 
symptoms of anxiety, which could be underreported. However, support for the reliable use 
of questionnaires with young people comes from studies in which children's self-report has 
been corroborated by parent and/or teacher reports (Suveg & Zeman, 2004). It is perhaps a 
risk that assessing cognitive processes in young people that have previously been assigned 
to adults may mean endorsement on the measures is not an accurate reflection of their
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understanding of these beliefs. Higher endorsement of magical thinking at young ages may 
for example be a result of lack of causal reasoning, particularly since in the current study 
due to suggested complications in using the bias scale of the MTQ this was not controlled 
for. It may be useful to examine young people's concrete reasoning abilities alongside said 
distortions such as thought fusion in order to further examine the potential role of age and 
developmental differences.
Alternative means of accessing magical and fusion beliefs and behaviours may also further 
the understanding of the manifestation of such beliefs in normative development. As 
experimental studies have shown, both young people and adults may not verbally endorse 
magical thoughts but will demonstrate magical type behaviours (Subbotsky, 2001). Since 
heightened magical thinking and thought fusion beliefs have been said to be situation 
specific, as highlighted by research that magical thinking and thought fusion occur in 
response to stressful events and heightened levels of anxiety, it may be that the full extent 
of participation in thought fusion and magical thinking was not accessed in this sample. 
Future research would benefit from applying experimental methods of manipulating these 
variables to establish the causal relationship. The ethical implications of inducing anxiety in 
children may provide barriers to such experimental research in anxiety but should 
nevertheless be explored. Manipulating anxiety and control levels and assessing magical 
thinking and thought fusion beliefs at different stages may for example help to elucidate 
the causal role of such beliefs.
Applying the current methods to clinical samples and comparing diagnostic groups of 
differing anxiety disorders alongside controls may aid this significant area of research by 
indicating whether different processes occur in these different groups, which was not 
possible in the current study. Perhaps a useful avenue would be to examine changes in 
thought fusion, magical thinking, and anxiety over time in a longitudinal study, as a more 
reliable assessment of developmental changes. Van Oort et al. (2009) is the only apparent 
study examining anxiety longitudinally, but expanding this to measuring cognitive processes 
is also needed. It is also of note that other forms of emotional distress have begun to be 
linked to magical thinking and thought fusion. Depression, for example, has been suggested 
to mediate in the role between anxiety and thought fusion in adults (Abramowitz et a!., 
2003), and has been correlated with TAF in adolescents (Muris etal., 2001), such that 
negative affect increases attention to negative internal and external events. Future 
research may benefit from examining the impact of negative affect on thought fusion
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beliefs in order that the most appropriate factors can be elucidated and applied to research 
addressing the management of emotions in young people.
Although the current study furthers previous research by examining an additional factor in 
the exploration of the role of thought fusion; anxiety control, it may be that there are other 
relevant factors that provide significant contributions above those cited here. Control as 
assessed in this study focuses on perceptions of control over anxiety specifically. Awareness 
and management of physiological signs of emotions has been suggested to be an important 
aspect of child development (Weems et al., 2003). It may of course be that the links with 
control found in the current study were not strong because the participants were not 
experiencing clinical levels of anxiety, therefore further research comparing clinical and 
non-clinical samples would be of benefit. There may also, however, be additional 
conceptualisations of control that are important to consider. Recent studies in adults have 
for example, suggested that cognitive control may play an important role in whether and 
how thought fusion manifests in relation to anxiety. People with anxiety disorders such as 
OCD often present with strategies aimed at controlling thoughts, such as trying to suppress 
thoughts, which can be maladaptive by increasing the importance of thoughts and the 
appraisal of thoughts via means such as thought fusion (Grisham & Williams, 2009). 
However, mental control can also be a protective meta-cognitive ability. Perceptions of and 
abilities in cognitive control may therefore be another useful avenue for exploration in 
young people, particularly for whom such emotion regulation strategies are developing.
Discussion of the limitations of the current study would not be complete without reference 
to the sampling procedures. Although an adequate sample size was achieved, it may be 
that a greater sample size is needed to elucidate age and gender differences in the 
relationships between magical thinking, thought fusion, anxiety and control in young 
people. Due to changes in the sampling procedure leading to increased numbers of 
participants in the primary school age range compared to secondary, there is a slight skew 
in the numbers of participants across ages, with fewer numbers in the age range between 
12 and 14, and there are also slightly more females in this study. It may be that replication 
in a similarly broad age range with an increased sample size could clarify whether the 
previously found gender differences and age and gender interactions were perhaps 
circumstantial, or that the current findings of a lack of gender differences and age and 
gender interactions in thought fusion and magical thinking are disconfirmed. Further 
sampling differences may be apparent in relation to previous studies, such as other
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demographic factors that were not assessed in this study. The current sample was broadly 
white middle class, however, besides age and gender no further personal details of 
participants were examined and therefore cannot be commented on.
Theoretical implications
The current study has added to the literature through examining the relationships between 
thought fusion, magical thinking, and anxiety in a broad age range using a measure that has 
not yet been investigated in children. The current study appears to replicate findings of a 
recent examination of a TAF measure in a sample of non-clinical children aged 7-14 (Evans 
et al., 2011) in which there were strong correlations with anxiety and obsessive 
compulsiveness in particular. This confirms the relevance of fusion beliefs to anxiety 
symptoms across the spectrum in young people. The replication of the use of the MTQ and 
SCAS across childhood and adolescence has allowed patterns of differences in magical 
thinking and thought fusion across ages and associations with gender to be explored 
further, whilst adding a measure of anxiety control further contributes to the exploration of 
the relationships between thought fusion, magical thinking and anxiety. The findings of age 
differences in the associations between thought fusion, magical thinking, anxiety and 
anxiety control suggests developmental changes in these experiences. The increases in 
thought fusion and magical thinking found here were in middle childhood, which is a 
particularly significant period of transitions. Feng et al. (2008) indicate that particularly 
during later childhood and adolescence internalising strategies (such as using cognitive 
coping mechanisms) are associated with higher anxiety. It may be that thought fusion and 
magical thinking are more likely to be employed as a resource to cope with anxiety in at this 
age due to increasing cognitive and meta-cognitive capacity to elaborate on internal 
experiences such as thoughts and worry. Considering emotional and cognitive 
developments in childhood and adolescence may provide further clues to these differences.
Cognitive development may play a role in shifts in beliefs such as thought fusion across 
ages, as Libby et al. (2004) and other studies have suggested. Although previous research 
has questioned previous replacement models in which it was thought that earlier childhood 
forms of thinking, such as magical thinking, become replaced by more logical processes, 
instead suggesting that both forms of thought co-exist, it seems that the extent to which 
either thought process is employed is variable and individual. Decreases in magical thinking 
and thought fusion from age 12 to 16 in the current study may suggest that across
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development such non-logical beliefs become less likely to be endorsed. This may relate to 
increasing awareness of the distinction between internal and external events enabling 
children to discard non-logical beliefs such as thought fusion and magical thinking. This is 
certainly the suggestion from the study by Amsterlaw et al. (2006) where by age 10-11 
there appears an adult-like quality of thinking enabling greater discrimination of process, 
such as the use of evidence for reasoning. The current study thus appears to confirm 
recent findings by Evans etal. (2011) that older children, from around age 12, were less 
likely to endorse TAF beliefs, suggestive of a developmental progression in which logical 
operations influence the extent to which fusion beliefs occur. It may be that there is a 
potentially vulnerable period in which maladaptive processes such as thought fusion and 
magical thinking become more potent, which may explain why these processes do not 
decline with age for everyone. As Muris & Field (2008) suggest, what may begin as 
normative developmental phenomena like magical thinking, either becomes more 
controlled as children develop an ability to manage their emotions over time, or may 
develop more pathologically in situations where anxiety feels uncontrollable.
The role of external factors on the internal development of young people's emotional and 
cognitive abilities should also be considered in applying the current concepts. Mastery and 
exposure to managing anxiety-provoking situations are important learning experiences and, 
as such, children's learning opportunities may also play an important part in their 
developing abilities to both become aware of and manage internal experiences. As Field et 
al. (2008) highlight in their review of the literature on childhood anxiety, more research is 
needed to examine the impact of parental factors, for example parental beliefs in thought 
fusion and magical thinking may contribute to the messages given to children about their 
thoughts, feelings and experiences. The role of learning, socialisation experiences, parental 
over-control or intrusion has been linked to anxiety disorders (Feng et al., 2008) and could 
be usefully explored in relation to thought fusion and magical thinking. This may help to 
elucidate on the conflicting findings of gender differences in magical thinking and its 
relationship to anxiety, since clear gender differences were not replicated in this study with 
either magical thinking or thought fusion.
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Implications for clinicai practice
Whilst attempts have been made to understand childhood anxiety disorders from the 
perspective of adult mental health research, this has not addressed the unique 
developmental difference inherent in children. This holds important implications for how 
distress is understood and responded to in children, including whether thought fusion and 
magical thoughts represent processes related to cognitive and emotional development. The 
current results have implications for potential interventions for young people with anxiety, 
since although for many children anxiety and related cognitive and meta-cognitive 
processes such as thought fusion and magical thinking are transitory, for some their 
difficulties persist into adulthood (Feng etal., 2008). This study provides support that the 
manifestation of thought fusion, magical thinking, anxiety, and anxiety control associations 
vary across ages, thus treatments for childhood anxiety disorders need to be sensitive to 
developmental issues and the variable role of cognitive factors across age and gender 
(Muris & Field, 2008).
With further examination in this population, the TFI-YP could be usefully applied to clinical 
practice to enable practitioners to identify young people for whom thought fusion may be 
problematic. The TFI-YP is not intended as a diagnostic measure and does not give cut-off 
scores suggestive of pathological levels of thought fusion; however it could be usefully used 
as an indication of beliefs that have been shown to play a role in numerous forms of 
anxiety; OCD, GAD and panic in particular. This then has implications for how such beliefs 
are treated. One of the few studies that has examined the impact of intervention on 
children's thoughts found that anxiety control increased and negative automatic thoughts 
decreased after CBT intervention, to the extent that this changed children to non-clinical 
status (Muris, 2009). Since control also was found to be relevant to anxiety in a non-clinical 
sample here, it may be that strategies such as education about emotions could play a role 
in helping young people to understand and distinguish their internal and external 
experiences and increase their confidence in regulating their emotions (Landon, 2007). The 
literature in adults may give some indications of the appropriate avenues for intervening 
directly in relation to thought fusion and magical thinking, such as psycho-education to 
normalise intrusive thoughts (Zucker et al., 2002; Marino-Carper et al., 2010) which suggest 
that these beliefs can be targeted. Though this clearly requires replication in young people 
and further exploration of whether gains are long-term.
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Final summary
This study supports the so far limited literature in young people, highlighting that thought 
fusion is strongly related to magical thinking and anxiety. Age and gender differences in 
thought fusion and its association with magical thinking, anxiety and anxiety control 
suggest potential developmental trends that could be usefully explored further. This may 
be suggestive of periods where the functions of these beliefs differ, thus further 
longitudinal research could usefully trace changes in these concepts across development.
Perceptions of control over anxiety were strongly correlated with anxiety, confirming 
research that reduced control relates to increased anxiety across middle childhood and 
adolescence particularly. Thus perceptions of personal control and means of achieving 
control may differ across development and may suggest avenues for providing 
interventions aimed at increasing young people's awareness of thoughts and feelings to 
increase their sense of control over normal anxiety experiences. However, perceptions of 
control did not show a strong or consistent relationship to magical thinking or thought 
fusion in the overall sample, therefore there may be other contributory factors to the 
relationship between magical and fusion beliefs and anxiety that need to be examined.
Since the current findings and those of previous studies into magical thinking and anxiety in 
young people have been limited to community samples, further research may find that the 
associations between magical thinking, thought fusion, anxiety, and anxiety control are 
more apparent in clinical populations. Comparing samples of clinically anxious youths and 
controls utilising the same measures here may help to elucidate the role of magical thinking 
and thought fusion as maladaptive versus normative processes.
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Appendix 2 -  Information sheet for young people
^  UNIVERSITY OF
SURREY
INFORMATION SHEET 
A study of how young people think about their thinking
You are being asked to take part in a research study at your school. This sheet is to explain 
the research. If you need any help to read it please ask your teacher or parent.
Who am I?
My name is Claire. I am a trainee Clinical Psychologist from the University of Surrey.
I am coming to your school to ask pupils to help me with research I am doing for my training.
What is the study about?
I am interested in how children’s thoughts make them feel, and 
why some people have certain thoughts. For example, some 
people have ‘superstitious’ thoughts, e.g. that saying the number 
13 is unlucky and will make something bad happen. These 
thoughts are normal in children and adults. But sometimes this 
kind of thinking can make people feel worried and we want to be 
able to help those people. To find out more about this I am using 
questionnaires to ask young people about their thoughts and 
feelings. I will be asking as many people as I can at your school 
to help me by filling in these questionnaires.
Why am I researching this?
Not as much is known about these thoughts in children and we’d like to find out more. This 
study will help me to look at thoughts and feelings in young people and see if there are age 
differences and differences between girls and boys.
What will I be asked to do?
If you agree to take part I will ask you to fill in 4 questionnaires (these are sheets of paper 
with lists of questions to tick). This might take up to 30 minutes. You will do this in a group 
in your classroom or another room. I will be here too if you need any help.
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Do / have to take part?
it is up to you and your parent/s to decide whether or not you take part. If your parents 
agree, I will also ask you to sign a form if you agree to take part. You can stop taking part at 
any time. Even if your parents say you can take part you still don’t have to if you don’t want 
to. Even if you sign the form you don’t have to take part if you don’t want to.
What happens after?
After filling in all of the questionnaires I will collect and keep them to 
look at and study. Everyone who takes part will get a pen, and you will 
return to your normal classes. If you are worried or have any questions 
after the study you can speak to me or your teacher.
What will happen to the results?
All the information I collect will only be seen by me. The questionnaires you fill in will be 
given a number so that no-one will know what answers you gave. The only information I will 
ask about you is your date of birth and if you are a boy or girl.
The results will be written up into a report and I will give a copy to your school.
Contact Information: If you or your parents have any questions you can contact me or 
leave a message with the school.
Claire Coysh 
University of Surrey 
Guildford, GU2 7XH 
c.covsh(5)surrev.ac.uk 
01483 689441
l.simonds(g)surrev.ac.uk
Thank you for reading this!
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Appendix 3 -  Information sheet for parents
UNIVERSITY OF
SURREY
INFORMATION SHEET
A study of thouqht-fusion in children and adolescents
Dear Parent,
Your child is being asked to take part in a research study based at their school. This letter is 
to explain the research and ask your consent for your child to take part. Please take time to 
read the following information carefully and discuss it with others if you wish. Please feel free 
to contact me if you would like any more information.
Who am I?
My name is Claire and I am a trainee Clinical Psychologist studying at the University of 
Surrey. As part of my 3 year training I am required to carry out a piece of research.
What is the study about?
It is common for all children to engage in what is known as ‘magical thinking’, beliefs that 
their thoughts or actions lead to events that may be physically and logically unrelated, e.g. 
thinking that if they say a certain number (e.g. 13) it will cause something bad to happen. 
This is a normal part of development as children begin to reason and understand logically. 
However, it has also been found that this kind of thinking continues across ages and into 
adulthood. Higher levels of magical thinking have been linked to anxiety difficulties, such as 
obsessive-compulsive disorder (OCD). Thought-Fusion; the belief that thoughts equate to 
actions, e.g. thinking something bad about someone is as bad as doing something bad or is 
more likely to make it happen, is seen as a form of magical thinking and is also linked to
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anxiety. There has been much more research in adults to see if magical thinking, thought- 
fusion and anxiety are related, which is helping us to understand how and why anxiety might 
develop and informs how we try to adapt psychological therapies to treat anxiety. Much 
research uses questionnaires to measure things like magical thinking, but there is not as 
much research using questionnaires designed for children. This study aims to adapt a 
questionnaire of thought-fusion that has been used with adults so that we can measure 
thought-fusion in younger people.
Why am I researching this?
Although more is known about how thought processes like thought-fusion impact on mental 
health in adults we still have much to learn about how this applies to children and young 
people. Part of being able to complete research and to effectively assess and treat people 
involves measurement, often through questionnaires. This study will allow us to look at how 
magical thinking, thought-fusion and anxiety relate in children in the community and whether 
this changes across different ages and gender. This can help to increase our understanding 
of anxiety in children.
What will your child be asked to do?
If you agree to your child taking part, they will be asked to fill in at least 3 questionnaires, 
which may take up to around 30 minutes. This will take place during regular classes as a 
group. The researcher and class teachers will be in the room if any assistance is needed. It 
is important for you to know that this study could not find out if a child had OCD or other 
difficulties and the questionnaires are not aimed to do so. In the unlikely event that your child 
appears particularly worried or anxious over the course of the study I can contact you to let 
you know if you want me to. You can indicate if you want me to contact you by ticking the 
box on the consent form.
Does your child have to take part?
It is up to you and your child to decide whether or not they take part in this research. If you 
are happy for your child to take part, please complete and return the attached consent form 
to your child’s teacher. You and/or your child are still free to withdraw from the study, without 
giving a reason, even after signing a consent form.
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What happens after?
All children will be debriefed after completing the questionnaires, telling them about the 
research and what will happen with the data. Class teachers will be aware of the identity of 
those children taking part and will be available to make sure your child is ok should there be 
any concerns.
What will happen to the results?
All the information I collect about your child will be kept strictly confidential. Completed 
questionnaires will be assigned an individual identification number. The child’s date of birth 
and sex will be requested on the questionnaire to help us to examine possible age and 
gender differences.
The results will be written up into a report as part of my training and I will aim to provide 
feedback of the results to the school. Eventually I hope to write up the research and publish 
it as part of my Clinical Doctorate course. I may in the future also present my results at 
meetings. Your child will not be identifiable in any of these results or presentations.
Contact for Further Information
If you have any questions you can contact me on at the below address or alternatively leave 
a message with the school and I will endeavour to respond
Claire Coysh Dr Laura Simonds (Supervisor)
University of Surrey University of Surrey
Guildford Guildford
GU2 7XH GU27XH
c.coysh@surrey.ac.uk l.simonds@surrey.ac.uk
Thank you for taking the time to read this 
PLEASE COMPLETE AND RETURN THE ATTACHED CONSENT FORM
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Appendix 4 -  Parental consent form
UNIVERSITY OF
SURREY
Claire Coysh, Trainee Clinical Psychologist 
c.coysh@surrey.ac.uk
CONSENT FORM
A study of thought-fusion in chiidren and adolescents
Please tick box
a) I confirm that I have read and understand the information sheet
for the above study and have been able to ask questions.
b) I understand that my child’s participation is voluntary and that
s/he may withdraw at any time.
c) I agree for my child to take part in the above study.
Name of child:__________________________  Age/class:
Name of parent/carer:______________________ Date:
Signature:
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Appendix 5 -  Chiid assent form
UNIVERSITY OF
15 SURREY
Claire Coysh, Trainee Clinical Psychologist 
c.coysh@surrey.ac.uk
ASSENT FORM
A study of thouqht-fusion in chiidren and adolescents
Your parent/carer has agreed for you to take part in this study. Please complete this 
form to confirm that you are happy to continue with the study.
Please tick box
d) I confirm that I have read and understand the information sheet 
for the above study and have been able to ask questions.
e) I understand that taking part is voluntary and that I can decide 
not to continue with the study at any time.
f) I understand that my parent/carer has agreed for me to take 
part and I also agree to take part in the above study.
Name: Name of parent/carer:
Age/class: Date:
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Appendix 6 (a) -  Request for amendment to consent procedures
For the attention of the FANS Ethics Committee
Re: Project: Development and Validation of a Thought Fusion Instrument for Young 
People.
The researchers would like to request an amendment to the consent procedures for the 
above research project. It is asked that the committee consider the use of a parental opt- 
out procedure, whereby parents are given full information about the project (utilising the 
information sheets that were provided previously and approved) and requested to 
complete a form should they wish for their child not to participate. Non-return of such 
forms will be taken as consent.
Passive consent has been used in numerous research projects involving children in 
attempts to overcome the difficulties of active consent such as limited representativeness 
of the sample, including potential age and gender biases (age and gender being key 
correlations that I aim to examine in which I therefore need good representativeness), a 
bias that can exclude under-represented groups such as ethnic minorities, low achievers, 
children with less educated parents and those with at risk problem behaviour (Ellickson & 
Hawes-Dawson, 1989), and it substantially reduces sample size (Hollman & McNamara, 
1999). This can limit the effect sizes of the data and limit the validity and generalisability of 
the results.
It is suggested that enhancing the opportunities for informed consent can increase the 
viability and ethical nature of passive consent (Chartier et al, 2008). Providing information 
that is clear and easily understandable and indicates the nature of sensitive issues such as 
confidentiality has been done through the information sheet already provided to the ethics 
committee. I attach an alternative version indicating the opt-out procedure and its 
implications. Providing information in multiple ways is an additional way in which this could 
be done, therefore the researcher will aim to disseminate information about the project to 
parents through other means such as email (should this be a standard medium of 
communication at the school), school newsletters, and/or assemblies for example, and 
potentially by follow-up written contact prior to data collection. Parents will be given the 
researcher's contact details in order to ask questions or discuss.
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Participants will continue to be asked to provide written assent to take part, after having 
been given the information sheet and provided with further information via the brief 
(provided in my original submission), thereby providing further opportunities for young 
people to opt-out. Throughout the project participants have the opportunity to withdraw 
and this is made clear to them. The provision of an activity sheet was given with the aim of 
not distinguishing participators from non-participators but allowing them to compiete an 
alternative activity or to continue with their school work.
The risk to participants is viewed as 'minimal', according to the level defined by the Code of 
Federal Regulations (Hollman & McNamara, 1999): the completion of the questionnaires 
does not pose any greater 'risk' than young people encounter in their 'daiiy life' or 'during 
the performance of routine psychological tests'. The questionnaires ask about everyday 
thoughts and feelings therefore do not involve the disclosure of overly sensitive personal 
information. Enabling the majority if not all of a class to participate will in fact be less 
disruptive for all pupils and could be seen as more inclusive and less individually 
discriminatory.
It is certainly suggested that children from the age of 7 have the ability to understand 
aspects of psychological research and their involvement in it (Abramowitch, Freedman, 
Thoden, & Nikolich, 1991), thereby recognising children's capacity and autonomy, whilst 
ensuring safeguards are in place as noted above. Young people's competence is no longer 
seen to be directly linked to chronological age, therefore as Coyne (2010) argues, and even 
young children (as young as 4) can have the capacity to consent to research if they 
understand the relevant information, including the purpose, what is expected of them, 
their rights, and confidentiality (all included in the information sheets and brief/debrief, as 
well as being presented to classes prior to their decision about participation).
Thus far 94 young people between the ages of 8 and 16 have completed the current project 
based on opt-in parental consent (not including a further 5 who completed the 
questionnaires as part of the pilot process). This has occurred in groups of 6-9 in rooms 
outside of the classroom. The participants displayed an interest in the subject and none 
indicated nor displayed any apparent adverse effects as a result of participation. Some have 
been keen to participate but not been able to having forgotten to bring in consent forms or 
their parents have forgotten to sign them. No negative feedback has been received in the 
subsequent months and teachers and pupils.
I look forward to hearing from you.
Yours Sincerely
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Claire Coysh
Trainee Clinical Psychologist, University of Surrey
Enclosed/attached:
Information sheet for parents 
Opt-out form
References:
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depression screening to reach youths at risk. Journal of School Health, 78(3), 157-164.
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Appendix 6 (b) - Ethical Approval for amended consent procedures
UNIVERSITY OF
SURREY
Or Adrian Coyte
Chain FacuHy of Arts and Human Sciences Ethics 
Committee 
University of Surrey
Claire Coysh
Trainee Clinical Psychologist 
Department of Psychology 
University of Siarey
Faculty of
Arts and Human Sciancas
faculty Offka
AO Building
Cuitdfoid. Surrey GU2 7XH UK
T: +«4(0)1483 889445 
F; +44(0)1483 889550
B*” January 2011 
Dear Claire
Reference: 447-PSY-10 {Amendment to procedure of Project)
Title of Project: Development and Validation of a Thought Fusion Instrument 
for young people.
Thank you for your submission of an amendment to the procedure of the above 
proposal.
The Faculty of Arts and Human Sciences Ethics Committee has given a favourable 
ethical opinion.
If there are any significant changes to this proposal you may need to consider 
requesting scrutiny by the Faculty Ethics Committee.
Yours sincerely
Dr Adrian Coyle 
Chair
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Facul^ of Arts and Human Sciences
Ethics Committee
Chair’s Action (Amendment to the procedure of Project)
Ref:
Name of Student;
Title of Project:
Supervisor:
Date of submission: 
Date of re-submission:
447-PSY-10 
CLAIRE COYSH
Development and Validation of a Thought 
Fusion Instrument for Young People
DR LAURA SIMONDS
15®* December 2010
The above amendment to the procedure of Project has been submitted to the FAHS 
Ethics Committee.
Favourable ethical approval has now been granted.
Signed:
Adrian-e^le
Chair
Dated: 7 j  o .ou  a r y  2 o  n
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Appendix 7 -  Amended parental information sheet and opt-out form
INFORMATION SHEET UNIVERSITY OFSURREY
A study of thouqht-fusion in children and adolescents
Dear Parent,
Your child is being asked to take part in a research study based at their school. This letter is 
to explain the research. Please take time to read the following information carefully. There is 
a separate information sheet for your child to read. If you do not want your child to take part, 
please return the attached form to your child’s teacher by 14th March.
Who am I?
My name is Claire and I am a trainee Clinical Psychologist studying at the University of 
Surrey. As part of my 3 year training I am required to carry out a piece of research.
What is the study about?
It is common for all children to engage in what is known as ‘magical thinking’, beliefs that 
their thoughts or actions lead to events that may be physically and logically unrelated, e.g. 
thinking that if they say a certain number (e.g. 13) it will cause something bad to happen. 
This is a normal part of development and has also been found to continue across ages and 
into adulthood. Thought-Fusion; the belief that thoughts equate to actions, e.g. thinking 
something bad about someone is as bad as doing something bad or is more likely to make it 
happen, is seen as a form of magical thinking and is also linked to anxiety.
Why am I researching this?
Although more is known about how thought processes like thought-fusion impact on well­
being in adults, we still have much to learn about how this applies to children and young 
people. This study has adapted a questionnaire of thought-fusion that has been used with 
adults so that we can measure thought-fusion in younger people. It will allow us to look at 
how magical thinking, thought-fusion and anxiety relate in children and whether this changes 
across age and gender.
What will vour child be asked to do?
A class in each age range from 7-11 at your child’s school are being asked to take part. If 
you agree to your child taking part, they will be asked to fill in 4 questionnaires, which may
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take up to around 30 minutes. This will take place during regular classes as a group. The 
researcher and class teacher(s) will be in the room if any assistance is needed. It is 
important for you to know that this study could not find out if a child has anxiety or other 
difficulties and the questionnaires are not aimed to do so. In the unlikely event that your child 
appears particularly worried or anxious over the course of the study I would discuss this with 
his/her teacher.
Does vour child have to take part?
It is up to you and your child to decide whether or not they take part in this research. If you 
are not happy for your child to take part, please complete and return the attached form to 
your child’s teacher. If you are happy for your child to take part and if they are happy to, they 
will sign an assent form before the study indicating that they want to take part. You and/or 
your child are still free to withdraw from the study, without giving a reason, even after signing 
the assent form.
All children will be briefed before and debriefed after completing the questionnaires, telling 
them about the research and what will happen. All children will get a pen for participating.
What will happen to the results?
All the information I collect about your child will be kept strictly confidential. The child’s date 
of birth and sex is the only information that will be requested. The results will be written up 
into a report as part of my training and I will provide feedback of the results to the school. 
Eventually I hope to write up the research and publish it as part of my Clinical Doctorate 
course. I may in the future also present my results at meetings. Your child will not be 
identifiable in any of these results or presentations.
Contact for Further Information
If you have any questions you can contact me at the address below or alternatively leave a 
message with the school and I will respond when able to.
Claire Coysh, Supervised by Dr Laura Simonds
c.covsh@surrev.ac.uk
University of Surrey
l.simonds@surrev.ac.uk
Guildford
01483 686936
GU2 7XH
Thank you for taking the time to read this
REMEMBER, IF YOU DO NOT WANT YOUR CHILD TO TAKE PART, PLEASE 
COMPLETE AND RETURN THE ATTACHED FORM BY 14"^  MARCH
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UNIVERSITY OF
SURREY
Claire Coysh, Trainee Clinical Psychologist 
c.coysh@surrey.ac.uk
OPT-OUT FORM
A study of thouqht-fusion in children and adolescents
Please tick box
I have read the information sheet for the above study and I do 
not want my child to take part in the study.
Name of child:____________________________  Age/class:
Name of parent/carer:______________________ Date:
Signature:
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Appendix 8 -  Questionnaire pack
Thank you for taking part in my study.
r\ r\w
In the next few pages there are some questions I'd like you to answer. 
There are questions on each side of the page so please check you have
answered every question.
Please tick whether you are:
Boy
Girl
□
When were you born?:
Day_ Month Year
(e.g., January 2000)
Please turn over and fill in all of the questions.
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ACQ-C
Here are a number of statements. Please read each one and answer them  as honestly as you can. 
There are no right or wrong answers.
Please circle your answer on the right.
1 . 1 can take charge and control my feelings.. None A little Some A lot Very Very
Much
2. W hen I am scared or nervous, I am able to  
stop myself from breathing too hard..............
None A little Some A lot Very Very 
Much
3 . 1 am able to change how much nervousness 
or fear I fee l..................................
None A little Some A lot Very Very 
Much
4 . 1 can make myself feel good again when bad None 
things happen to m e..................................
A little Some A lot Very Very 
Much
5 . 1 can usually calm myself down when I w ant None 
to  
A little Some A lot Very Very 
Much
6 . 1 know how to deal w ith feeling scared or 
anxious so I do not care if I become scared or 
anxious..............................................................
None A little Some A lot Very Very 
Much
7 . 1 can usually deal with hard problems. None A little Some A lot Very Very 
Much
8. W hen I am anxious or nervous, I can still 
think about things other than my feelings of 
anxiety......................................................................
9 . 1 can handle scary things I did not expect or 
think would happen as good as I can handle 
scary things that I expected or thought would 
happen.......................................
1 0 .1 am good at taking care of things that go 
wrong.......................................................................
None A little Some A lot
None A little Some A lot
None A little Some A lot
Very Very 
Much
Very Very 
Much
Very Very 
Much
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TFI-YP
Listed below are some beliefs that people might have about their thoughts. Please read each one and 
say how much you tend to believe it by making a mark on the line on the scale next to  each belief. 
There are no right or wrong answers.
Here is an example of how to use the scale:
The number 13 is unlucky.
I do not believe I totally believe
this at all this is true
0 100
This means the person believes quite strongly that the number 13 is unlucky.
Here are the real questions we'd like you to answer:
I do not believe I totally believe
this at ail this is true
1. If I think about something 
bad happening, it will
make it more likely to 0 100
happen. , ,
2. If I have thoughts about 
hurting myself, I will do it.
0 100
3. If I think I am in danger, it 
must mean I am in
danger. 0 100
4. Having bad thoughts
means I will do something
bad. 0 100
5. If I think about something 
bad happening, it means
it must have happened. 0 100
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6. If I have thoughts about 
hurting someone, I will do
it. 0 100
7. If I think things are 
contaminated by other
people's experiences, it 0 100
means they are . .
contaminated. -I--------------------------------------------------------------:------------------------------- L
8. My thoughts alone have 
the power to change
things that happen 0 100
around me
9. Some objects give off bad 
feelings.
0 100
10. If I have bad thoughts it 
must mean I want to have
them. 0 100
11. My feelings can be passed 
onto objects.
0 100
12. If I think of hurting
someone, it will hurt him
or her. 0 100
13. My thoughts can become 
real. If I think something,
it will come true. 0 100
14. My memories or thoughts 
can be passed onto
objects. 0 100
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MTQ
Please read each of these questions and circle your answer:
1. Is it possible to make tomorrow a sunny day by drawing a picture of 
the sun?
Yes No Maybe
2. Is it possible for dogs to fly? Yes No Maybe
3. Is it possible that you could cause a car crash just by thinking about 
it?
Yes No Maybe
4. Is it possible that a friend could get the flu just because you argued 
with them?
Yes No Maybe
5. Is it possible to crash your bicycle by going too fast? Yes No Maybe
6. Is it possible to make something good happen to you or someone 
else just by thinking about it?
Yes No Maybe
7. Is it possible to do really well at a test at school just by crossing your 
fingers?
Yes No Maybe
8. Is it possible to lose a race just because you lost your lucky mascot 
or lucky charm?
Yes No Maybe
9. Is it possible for you to get flu just because you were rude to your 
parents?
Yes No Maybe
10. Is it possible for stones to float in water? Yes No Maybe
11. It is possible that if mummy or daddy is quite ill, you could make 
them better by thinking or wishing it?
Yes No Maybe
12. Is it possible for snow to melt? Yes No Maybe
13. Is it possible for a friend to get into trouble with a teacher at 
school just because you were thinking about it?
Yes No Maybe
14. Is it possible to make a rainbow disappear by clicking your fingers? Yes No Maybe
15. Is it possible to make a bully leave your school just by always 
avoiding walking past their house?
Yes No Maybe
16. Is it possible to burn yourself with cold water? Yes No Maybe
17. Is it possible to show you are happy by smiling? Yes No Maybe
18. Is it possible to move an object across a room ywsf by thinking 
about it?
Yes No Maybe
19. Is it possible that you could win a bike in a raffle just by thinking Yes No Maybe
really hard of your ticket?
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20. Is it possible to make something bad happen by standing on cracks 
in the pavement?
Yes No Maybe
21. Is it possible to think of a balloon floating in the sky? Yes No Maybe
22. Is it possible for your mummy or daddy to change their job just by 
you thinking or wishing about it?
Yes No Maybe
23. Is it possible to ride a bicycle with no wheels? Yes No Maybe
24. Is it possible to make a train run on time just by walking up and 
down the station platform?
Yes No Maybe
25. Is it possible to cause something bad to happen just by thinking 
about it?
Yes No Maybe
26. Is it possible for glass to break? Yes No Maybe
27. Is it possible to prevent a plane crash just by touching wood? Yes No Maybe
28. Is it possible to prevent an accident just by thinking or wishing it? Yes No Maybe
29. Is it possible to cause an argument between mummy and daddy 
just by thinking about it?
Yes No Maybe
30. Is it possible for you to lift an elephant?
SCAS -  sh o rt fo rm
You're nearly there, just a few more questions......
Yes No Maybe
1. 1 worry about things..........................................  Never Sometimes Often Always
2. When 1 have a problem, 1 get a funny feeling in my 
stomach.......................................................
Sometimes Often Always
Never
3. 1 feel scared when 1 have to take a test............. Sometimes Often
Always
4. 1 feel afraid that 1 will make a fool of myself in Never 
front of people..................................................
5. 1 worry that 1 will do badly at my school
Sometimes Often Always
Never
work................................................................
6. 1 worry that something awful will happen to
Sometimes Often Always
someone in my family......................................  Never
7. 1 suddenly feel as if 1 can't breathe when there is
Sometimes Often Always
Never
no reason for this..........................................
8. 1 feel scared if 1 have to sleep on my
Sometimes Often Always
own................................................................................. Never
9. 1 have trouble going to school in the mornings
Sometimes Often Always
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because I feel nervous....................................
10. I can't seem to get bad or silly thoughts out of my 
head............................................................
11. I worry that something bad will happen to 
me....................................................................
12. When I have a problem, I feel
shaky...............................................................
13. I have to think of special thoughts to stop bad 
things from happening (like numbers or 
words)..............................................................
14. I worry what other people think of
me....................................................................
15. All of a sudden I feel really scared for no reason at 
all.................................................................
16. My heart suddenly starts to beat too quickly for no 
reason.........................................................
17. I worry that I will suddenly get a scared feeling 
when there is nothing to be afraid
of.....................................................................
18. I get bothered by bad or silly thoughts or pictures 
in my mind.........................................
19. I have to do some things in just the right way to 
stop bad things happening...............................
20. I would feel scared if I had to stay away from 
home overnight.............................................
Never Sometimes Often Always
Never Sometimes Often Always
Never Sometimes Often Always
Never Sometimes Often Always
Never Sometimes Often Always
Never Sometimes Often Always
Never Sometimes Often Always
Never Sometimes Often Always
Never Sometimes Often Always
Never Sometimes Often Always
Never Sometimes Often Always
Never Sometimes Often Always
The End!
Please Make Sure You Have Answered All of the Questions. 
Thank You Very Much!
If you have finished eariy you can do the activity sheet on the next page if you
want to.
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